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VETERANS’ ADMINISTRATION POLICY CONCERNING 
MEDICAL CARE FOR VETERANS AT VETERANS’ AD- 
MINISTRATION HOSPITALS 


THURSDAY, FEBRUARY 8, 1951 


Unirep States SENATE, 
SPECIAL SUBCOMMITTEE To INVESTIGATE 
VETERANS’ ADMINISTRATION Poticres WitH 
Respect to Hosprrat ADMINISTRATION OF THE 
ComMirree ON Lasor AND Pusiic WELFARE, 
Washington, D.C. 

The subcommittee met at 10 a. m., pursuant to call, in room 457, 
Senate Office Building, Senator Hubert H. Humphrey (chairman of 
the subcommittee) presiding. 

Present: Senators Humphrey (chairman of the subcommittee), 
Hill, Douglas, and Morse. 

Senator Humpurey. The committee will come to order. 

We are glad to have you with us this morning, Mr. Gray. The 
purpose of this subcommittee is to seek information from the Admin- 
istrator of the Veterans’ Administration and from any of his officers as 
to the past policy of the Veterans’ Administration in terms of medical 
care for veterans at VA hospitals, what the development of that 
policy has been, and what its future will be. 

This inquiry has been highlighted by the change in your staff with 
the leaving of Dr. Magnuson and the coming in of Dr. Boone. It 
is my purpose as chairman of this subcommittee not to indulge in any 
questions as to personalities. What we are primarily interested in is 
policy. And since I have had the privilege of discussing this with you, 
Mr. Gray, privately, I thought it would be well that we have it quite 
clear for the record. 

By the way, let me say that any bulletins or memos or statements 
that you want to offer for the record we will be glad to receive. 


STATEMENT OF CARL R. GRAY, JR., ADMINISTRATOR OF 
VETERANS’ AFFAIRS, VETERANS’ ADMINISTRATION, WASH- 
INGTON, D. C. 


Mr. Gray. I have two or three, if you please, sir, that I think will 
make my statements a little more clear, possibly. 

On the basis of our conversation, Mr. Chairman, had privately, and 
your desire that I explain to the members of your committee the exact 
basis of the policy of the Veterans’ Administration, I am delighted to, 
first, outline one or two things with respect to the Administrator 
personally. 

1 
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The Administrator is a veteran of two wars and has had better than 
64 years of active service in two wars. He has been a commissioned 
officer in the United States Army since February 7, 1917, and is still 
an officer of the Organized Reser ve of the Army of the United States. 
He is a member of every veterans’ organization that he is eligible to; 
there are two that, thank heaven, he has been fortunate enough not 
to be eligible to, the Disabled American Veterans and the Order of the 
Purple Heart. 

He has been privileged to command, during the First World War, a 
very large logistical organization known as the Fifth Zone, composed of 
the States of North and South C arolina, Georgia, Florida, Louisiana, 
Mississippi, Alabama, and Arkansas, furnishing supplies to some 
900,000 troops, if I remember correctly, and, if my recollection is 
correct, some 78 military reservations. 

In 1936 he was asked by the Chief of Engineers to help form the 
Military Railway Service and create it. He did so, by working with 
his friends in the railroad industry, and created a military railway 
Service which he had the great pleasure of commanding throughout 
north Africa, Sicily, Italy, and Europe. The command was some 
43,560 American railroad men, of which the largest group at one time 
in one command, that in Europe, was some 27,500 men. 

Upon his return to the States from that emergency, he returned to 
his position as a railroad official and later came to Washington at the 
direct order of the President of the United States to assume the 
position of Veterans’ Administrator as of January 1, 1948. 

He frankly knew nothing about it. He had taken his $10,000 
worth of World War I insurance when it was offered to him first. 
He converted it as soon as that was offered to him. He got his 
premium notices. He paid his premiums and got his receipts, just 
like he does from all other insurance companies that he owns policies 
in. And that was all he knew. He had had no other contact with 
any agency or part of the Veterans’ Administration. He thought he 
only knew five people working for it, and two of them were leaving, 
Generals Bradley and Hawley. 

So, he came into the organization completely ignorant of what it 
stood for and even what it was supposed to do. He spent the first 
year in going to every one of the installations within it and studying 
what they were doing and why they were doing it and catching up 
with the laws which directed that certain things be done and the 
manner in which they should be done. 

He was out of the office, here, in 1948 for 744 months, and never came 
back during that time but continuously traveled. He has visited 
every installation of the Veterans’ Administration except the two 
right here at his back door, Martinsburg and Baltimore. He says, 
“T can go over there anytime’’; but he never plans it. So, he has 
never been there. 

The only basic change in organization, sirs, that he has made is to 
discontinue the so-called branch organization. There were 13 areas 
of the United States which the former Administrator had set up as 
administrative jurisdictions. He had what he called a Deputy Admin- 
istrator in each of them, who corresponded, in his language, to the 
corps area commander, with each installation within it being the 
same as a division, and, combining that into an area, with the next 
higher echelon, a corps, then reporting to him in the central office 
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In each of those branch offices there was each agency of the Admin- 
istration, or a representative thereof. 

As far as the medical was concerned—and that is what we are in- 
terested in; or, as I understand it, you are interested in—there was a 
medical officer and a staff in and under the Deputy Administrator 
in that office. A great many representations were made to the Ad- 
ministrator that it was good, and equally as many that it was bad. 

Senator Hitu, xcuse me one minute, General. In that connection, 
I suppose the statute puts the full power of administration of the 
Veterans’ Administration in the hands of the Administrator? 

Mr. Gray. That is right. To emphasize that, Mr. Senator, I am 
in the position of being responsible for everything, and I can only 
delegate authority; I can’t delegate responsibility. 

Senator Hitt. That is what I thought. 

Mr. Gray. And so, to that end, after seeing and visiting each one 
of these organizations and these branches, it was my determination 
that they were not functional. As a result, I discontinued them. 

That made an organization in which, to use my language, sir, which 
I trust I can illustrate to you, these various Assistant Administrators 
which are now the heads of departments in the Washington office 
were equivalent to my vice presidents in charge of departments. 
I discontinued the so-called branch office with a Deputy Administrator 
as the head. Because the insurance was not in good shape, I con- 
tinued the insurance and called them district offices. The death 
claims and the insurance are not in those 13 offices, and the managers 
of those report directly to the Administrator. The managers of 
hospitals by law report direct to the Administrator. The regional 
offices, some 60 of them, have each of the activities of the Veterans’ 
Administration under a manager. Then we have supply depots. 
And that is the extent of our organization. 

If you gentlemen would look at the organization chart which 
I now show you, it will show to a degree which I think is self-explana- 
tory just how the matter functions. This is the Administrator 
[indicating], and this is his Deputy. These are what he calls his vice 
presidents, or Assistant Administrators, including the Board of 
Veterans’ Appeals, and the Solicitor, and so forth; and these are the 
managers of the so-called agencies, such as hospitals and regional 
offices and district offices, et cetera. 

Senator Humpurey. Where is the manager of the medical program? 

Mr. Gray. Right here. 

Senator Humpurey. The manager reports direct to the Adminis- 
trator? 

Mr. Gray. That is right, sir. 

Senator Humpnrey. That would be Dr. Hawley’s position, along 
with Dr. Magnuson and Dr. Boone? 

Mr. Gray. That is right. 1 think I can explain that next, sir. In 
the organization that we have had, here is a document known as the 
“delegation of authority,’ and it was the one issued to Dr. Hawley. 
Here is a copy of the original delegation to Dr. Magnuson when [ 
appointed him. 

Senator Humpurey. May we incorporate these as part of the record? 

Mr. Gray. You may, sir. 

(The material referred to follows:) 
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VETERANS’ ADMINISTRATION 
ADMINISTRATOR’S AUTHORIZATION ORDER NO. 283 


JANUARY 21, 1948. 
Subject: Delegation of authority to Paul B. Magnuson, M. D., Chief Medical 
Director. 

The Chief Medical Director, Paul B. Magnuson, M. D., is hereby delegated 
authority as follows: 

1. To act for the Administrator of Veterans’ Affairs in all matters assigned to 
the Department of Medicine and Surgery which do not require the personal 
attention of the Administrator. 

2. To approve travel for employees under your jurisdiction and to approve 
the transportation of household effects and other personal property of such em- 
plovees when transferred from one official station to another for permanent duty 
and to approve the transportation of the immediate families of such employees. 

Cart R. Gray, Jr., 
Administraior of Veterans’ Affairs 





VETERANS’ ADMINISTRATION 
ADMINISTRATOR’S AUTHORIZATION ORDER NO. 349 


Jury 5, 1949. 
Subject: Delegation of authority to Paul B. Magnuson, M. D., Chief Medical 
Director. 

The Chief Medical Director, Paul B. Magnuson, M. D., is hereby delegated 
authority as follows: 

1. To act for the Administrator of Veterans’ Affairs in all matters assigned to 
the Department of Medicine and Surgery which do not require the personal 
attention of the Administrator. 

2. To approve travel for employees under your jurisdiction and to approve 
the transportation of household effects and other personal property of such em- 
plovees when transferred from one official station to another for permanent duty 
and to approve the transportation of the immediate families of such employees. 

3. Authority is also delegated to the Chief Medical Director, or his physician 
designate, to execed, delete, increase, or decrease fees contained in Veterans’ 
Administration Catalog No. 5 or, following agreement therefor as provided in 
the contract with the intermediary involved, in an approved State fee schedule, 


as well as add additional fees when found to be necessary, provided such fees are 
not in excess of those customarily charged the general public, in the community 
concerned, for the same service. This authority to be effective July 1, 1949. 


4. Administrator’s Authorization Order No. 2838, dated January 21, 1948, is 
nere by canceled. 
Cart R. Gray, Jr., 


) - r° ’ iat 
Administrator of Veterans Affairs. 





VETERANS’ ADMINISTRATION 
ADMINISTRATOR’S AUTHORIZATION ORDER 


JANUARY 23, 1951. 
| T. Boone, M. D., Chief Medical Director. 
The Chief Medical Director, Joel T. Boone, M. D., is hereby delegated author- 
ILV as TOLLOWS: 

1. To act for the Administrator of Veterans’ Affairs in all matters assigned to 

1e Department of Medicine and Surgery which do not require the personal 
attention of the Administrator. 
2. To approve travel for employees under your jurisdiction and to approve 
the transportation of household effects and other personal property of such em- 
plovees when transferred from one official station to another for permanent 
duty and to approve the transportation of the immediate families of such em- 
ployees 


Subject: Delegation of authority to Joc 
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3. Authority is also delegated to the Chief Medical Director, or his physician 
designate, to exceed, delete, increase, or decrease fees contained in Veterans’ 
Administration Catalog No. 5 or, following agreement therefor as provided in the 
contract with the intermediary involved, in an approved State fee schedule, as 
well as add additional fees when found to be necessary, provided such fees are not 
in excess of those customarily charged the general public, in the community con- 
cerned, for the same service. This authority to be effective January 15, 1951. 

$. Administrator’s Authorization Order No. 349, dated July 5, 1949, is hereby 
canceled. 

Cart R. Gray, Jr., 
Administrator of Veterans’ Affairs 





VETERANS’ ADMINISTRATION 
WASHINGTON, D. C. 


CrreuLtar No. 16 
JuLy 19, 1949, 
OPERATION OF VA HOSPITALS 

1. The sole purpose of operating VA hospitals is the care and treatment of 
patients. This is the duty of the Department of Medicine and Surgery. All 
other personnel in hospitals are there for the purpose of supplementing and 
assisting the Department of Medicine and Surgery in carrying out this duty. 

2. Since the activities of nonmedical services in hospitals have a bearing on the 
care and treatment of patients, managers of hospitals will be responsible to the 
Administrator through the Chief Medical Director for the over-all operation of 
hospitals, and through the appropriate Assistant Administrator for technical 
matters solely under their respective jurisdictions. 

3. All major alterations to existing hospital plants when recommended shall be 
coordinated by the Chief Medical Director with the Assistant Administrator for 
Construction, Supply, and Real Estate and a joint recommendation submitted 
to the Administrator for his decision. 

Car. R. Gray, Jr., 
Administrator of Veterans’ Affairs. 

Senator Humpurey. You would like to have these returned to you? 

Mr. Gray. No, sir; those are copies. 

Here is the original delegation. There were two to Dr. Magnuson. 
This is the second one, sir. The first one contained the delegation of 
authority, and then we added the third paragraph, which covers the 
matter of fees incident to the out-patient treatment. Here is the 
delegation of authority which I gave to Dr. Boone, and here is circular 
16, which illustrates and indicates and directs a chain of authority 
and responsibility. 

The question has been raised—unfortunately, I say with all can- 
dor— by a lack of knowledge and the lack of a complete statement of 
all the facts, that the Administrator of Veterans’ Affairs is going to 
permit and is walking toward a diminution of care in the medical 
department of the Veterans’ Administration. This I deny in the 
most emphatic terms. 

Three years, or 37 months and 8 days, the Administrator has gone 
around the country, and he has before him the notes from which he 
usually speaks. He has spoken to veterans’ organizations, to cham- 
bers of commerce, to Veterans’ Administration gatherings, employees, 
officers, from Togus, Maine, to San Diego and from Seattle to Coral 
Gables. And throughout the entire time these are the notes he has 
been using. These are the originals, but I will furnish copies of them 
if you want them. I think I can, however, read into the record the 
facts, 
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Senator Morsn. May I interrupt, to brief Senator Douglas, who 
has just come in? 

General Gray is discussing a charge which he says he emphatically 
denies; that it has been represented, or misrepresented, that under his 
leadership there is about to be a diminution of medical service to the 
veterans. And he is now discussing the notes that he has used in 
speeches for the last 3 years and some months, which he says refute 
any such charge as that. 

Mr. Gray. This is a talk which I usually call Your Veterans’ 
Administration, and it covers each of the operations and activities in 
the Administration, and this is the particular wording with respect to 
the notes, which I enlarge upon, for further amplification. 

Since VJ-day, VA hospitals have provided medical treatment to 
nearly 3 million veteran patients, and VA clinics have treated an even 
greater number. The medical team that cares for the veterans is 
this: 4,000 doctors, 13,000 nurses, and 910 dentists, supported by 
thousands of other trained and specialized workers and volunteers. 
In addition, 75,000 doctors and 55,000 dentists are connected with 
the VA in the home-town treatment plan, deans’ committees, teaching 
hospitals, and residency programs. I have said this constantly with 
respect to those last three items. There are — 6,000 doctors 
graduated into the practice of medicine in any year. The construc- 
tion program and the authority of the Congress pool ts that we have 
in operation as soon as we can get them built and money has been 
provided, 174 hospitals containing 131,000 beds. And on the basis 
of the medical team that is required to care for those, and as we are 
building them, we have as of today, I should say, 95 general medical 
and surgical hospitals, 34 neuropsyc hiatric hospitals, and 19 tubercular 
hospite als, or a total of 148 hospitals in operation. 

There was some discussion with me in the early days of my being 
here as to whether or not a general hospital should contain tubere ular 
and neuropsychiatric wards and staff, and I determined and realized 
that a boy or girl that was sick of the head or mind would likewise 
have gall-b ladder trouble and pneumonia and other things. So there 
was no question in my mind about the need of the general medical 
and surgical section in a strictly NP hospital. That was equally true 
ofa TB hospital. But | couldn’t quite see at the beginning why there 
vas a justification for a TB ward and an NP ward in a straight G. M. 
and S. hospital. 

However, upon investigation and questioning I found this—and I 
think I would like you to know what I found out. 1am sure you will 
agree with me. 

If you are a citizen and are sick, you go to your own doctor, or he 
comes to you, and he diagnoses your illness, and he finds out all 
about it. If it is found that you have gall-bladder trouble, as an 

illustration, and have to have an operation, arrangements are made 
for you to get into a hospital, and you go in there, have your gall 
bladder taken out, and when you recover you return home. But so 
many of our patients come to our hospitals without any knowledge on 
our part of whi at they are really troubled with. And when they get 
to the hospital they come because, say, they have gall-bladder trouble, 
but when we examine them we find that the »y are definitely tubercular 
or definitely neuropsychiatric. So our new hospitals, G. M. and 8S. 
hospitals, are provided with a ward for neuropsychiatric patients 
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as well as tubercular patients, with the necessary isolation require- 
ments incident to the tubercular cases. 

Now, the statement has been made to me and shown to me that to 
staff these 174 hospitals would require that we secure 37 percent of 
the graduating doctors in any year. We can’t secure them. And 
so, in all candor, there was worked up something that I think to be 
an exceptionally practical as well as a fine method, known as the 
deans’ committee procedure. And I have complimented it and spoken 
of it in just the manner that I am speaking now from these notes, 
from one end of the country to the other. 

We try to place our hospitals near medical schools and centers of 
population. We secure the finest talent among the doctors of either 
the city or of the medical school as our consultants. There is nowhere 
in the world a more diversified and concentrated patient load than 
ours. We have some 100,000 patients daily in our beds in our hos- 
pitals today. They have everything in the world the matter with 
them. Now, you combine that patient load with this unbelievably 
best of consultants, and place them in a hospital that only an Uncle 
Sam can and will provide, with the last word in equipment, based 
upon the last word in research and proved use of modern appliances, 
and you have a circumstance there which, from a medical standpoint, 
makes it possible for us to offer residencies or postgraduate work to 
the graduate doctor who has served his internship. And in that 
manner you have authorized us to have and provided money for us 
to have up to 2,500 such residents. 

I am a practical sort of a person, and I say, ‘Well, that is fine. 
But what do we, the Veterans’ Administration, and the Government, 
get out of that?’’ Well, those residents are used as our ward physicians 
and as our junior surgeons. I have had it analyzed very carefully, 
and I find that we get, shall we say, pay dirt out of 85 percent of their 
time. And we couldn’t staff our hospitals with competent doctors 
if we didn’t have that plan in effect. 

| have said repeatedly and I say to you with all seriousness that if 
we cannot get the correct doctor and nurse and technical staff we will 
not open beds where they can’t staff them, because we will refuse to 
give less than the best medical care. 

To that end, standing today are two hospitals, constructed, supplied, 
equipped, that haven’t received a patient yet, because we can’t get 
the medical staff. 

Senator Doucias. What are those hospitals? 

Mr. Gray. Beckley and Clarksburg, W. Va. 

Senator Hitt. How many beds are involved there? 

Mr. Gray. About 200 each. 

Senator DovaGias. Both in West Virginia? 

Mr. Gray. Yes, sir. 

Senator Morse. On this doctor shortage, | was greatly surprised in 
the Armed Services Committee the other day to have Senator Hunt, 
of Wyoming, bring forth evidence that showed that in 1949 we 
graduated fewer doctors from our medical schools in this country than 
we graduated in 1905. 

Mr. Gray. Mr. Senator, it is going down every year. It is a very, 
very serious problem. 

Senator Morse. And then some doctors tell me that there is no 
shortage of doctors in the United States. 








CO 


MEDICAL CARE FOR VETERANS 


Mr. Gray. Well, we are terrifically and additionally troubled by the 
fact that 46 percent of our doctors are Reserve officers in the Armed 
Forces, 18 percent of our nurses, and 54 percent of our dentists. 

Senator Humpurey. In your VA establishment? 

Mr. Gray. Yes, sir. 

Senator Humpurey. They could be called back, in other words? 

Mr. Gray. They are being called back, Mr. Chairman. And I am 
working very, very dilige ntly to try to get that thing equalized. 

Senator Hitt. Excuse me one minute, General. What do these 
young fellows who are your residents in your hospitals receive? 

Mr. Gray. I can’t tell you, sir, but there is a fixed salary, and I will 
be very glad to insert it in the record when I correct it. 

Senator Hiii. And when you insert that, you might also insert what 
the salary of your chief medical officer in your hospital is and what 
the salary of the chief surgeon is. 

Mr. Gray. I will give you the full salaries of the doctor scale, sir, 
because it is fixed by law and is factual. 

(The information referred to follows:) 

The rates for junior, intermediate, and senior residents are $2,400, $2,700, and 
$3,000, respectively. 

Salaries for doctors in hospitals vary according to the individuals’ qualifications 
and not by title. Public Law 349, Eighty-first Congress, set the grades and 
rates for doctors and the VA established experience requirements as follows: 

Chief grade, $10,000 minimum to $11,000 maximum, 13 years’ experience; 
senior grade, $8,800 minimum to $9,800 maximum, 10 vears’ experience; inter- 
mediate grade, $7,600 minimum to $8,600 maximum, 7 vears’ experience; full 
grade, $6,400 minimum to $7,400 maximum, 5 years’ experience; associate grade, 
$5. 100 minimum to $6,400 maximum, 3 years’ experience; junior grade, $5,000 
minimum to $5,750 maximum, internship only. 

In addition to the base salary, doctors of medicine, certified by an American 
Specialty Board, receive an additional 25 percent. The total pay may not exceed 
$12,000 per annum. 

Mr. Gray. And when they are what the medical profession calls 
specialists, after they have been approved by a board, and so forth 
and so on, they get an additional 25 percent by virtue of that in- 
creased capacity, according to their standards. 

Senator Hitt. Along with the salary, too, General, give us a state- 
ment as to any other prerogatives they might enjoy. I mean, if 
they get free housing, or anything of that kind. 

Mr. Gray. No. No one gets free housing in the Veterans’ Admin- 
istration. We, provide quarters. 

Senator Hitt. Quarters? 

Mir. Gray. Yes. But they pay rent based on the maintenance and 
operation of the facility. 

Now, I hope I have indicated to you gentlemen that under no 
circumstance over a 37-month period have I failed to find that the 
Deans’ committee system of the teaching hospital has fallen short of 
giving us the very best in medical attention to care for these patients. 
Now, that is all there is to it, and I have no other denial to make, other 
than to say that in the appointment that I made of Dr. Boone, I have 
appointed a man who knows more about that kind of thing than any- 
one else in the world. And everyone has said to me that I have 

ecured the outstanding men in the United States to carry on this 
work. 

So I hope I have at least disproved to you gentlemen that there 
was anything in the Administrator’s actions over a period of some 
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37 months, in the recent action which he made, in which he appointed 
Dr. Boone as a medical director, which was improper, or that there is 
any possible chance of the team of Boone and Gray doing other than 
carrying on to the best of our ability the most superb medical care 
possible to the veterans in our hospitals. 

Senator Hitt. But, General, although you may not care to go into 
it now, I think it might be well to put in at this point for the record 
some little detailed statement about Admiral Boone. 

Mr. Gray. I would like very much to insert into the record at this 
particular moment, Mr. Senator, the public release which IT made at 
the time that I announced his appointment, which gives his full and 
complete experience. 

(The material referred to follows:) 


VETERANS’ ADMINISTRATION, 
INFORMATION SERVICE, 
Washington 25, D. C., January 14, 1941. 
For immediate release. 

Vice Adm. Joel Thompson Boone, Medical Corps, United States Navy, retired, 
has accepted appointment as Chief Medical Director of the Veterans’ Adminis- 
tration, it was announced today by Carl R. Gray, Jr., Administrator of Veterans’ 
Affairs. 

Admiral Boone will take over his duties at the VA by April 1, 1951. He sue- 
ceeds Dr. Paul B. Magnuson whose resignation previously presented has been 
accepted by General Gray effective January 15, 1951. 

Dr. Magnuson, who is a prominent orthopedic surgeon sacrificed a large private 
practice in Chicago to come with the VA and assist in the reorganization of its 
medical department soon after Gen. Omar N. Bradley was appointed Adminis- 
trator in 1945. He has been with the VA ever since and was appointed Chief 
Medical Director by Administrator Gray in January 1948. 

Assistant Chief Medical Director, Dr. Arden Freer, will serve as acting Chief 
Medical Director in the interim between the effective date of Dr. Magnuson’s 
resignation and the time Admiral Boone takes office. 

Admiral Boone is a veteran of both World War I and World War II. In the 
First World War he served with the Sixth Regiment of Marines and the Head- 
quarters, Second Division, United States Army. He participated in four major 
engagements; a defense sector south of Verdun; and the Aisne- Marne, Champagne 
and Meuse-Argonne offensives. 

In World War II he served as fleet medical officer, Third Fleet. He was the 
Naval Medical Corps representative at the Japanese surrender ceremonies on the 
battleship Misseur7, and was one of three officers selected to liberate allied prison- 
ers of war in Japan. 

Among the many decorations Admiral Boone has received from both the 
United States and foreign governments, are the Congressional Medal of Honor, 
the Distinguished Service Cross, the Silver Star Medal with five oak-leaf clusters, 
the Bronze Star medal with Combat V, and the Purple Heart with two oak-leaf 
clusters. He also received many citations for honorable and outstanding services 
to the Nation. 

In March of 1919 Admiral Boone was assigned as medical officer aboard the 
Presidential yacht Mayflower. In that capacity, and later as physician to the 
White House, he served until 1933 as physician to Presidents Harding, Coolidge, 
and Hoover. 

\s Chief Medical Director of the VA, Admira! Boone will be responsible for the 
care and treatment provided for veterans by the largest nonmilitary medical 
organization in the world. To care for the sick and disabled among almost 
20,000,000 veterans, the VA is authorized to operate 131,000 beds in 170 hospitals, 
and it now has some 150 clinics to care for those who do not require hospitalization 
and are eligible for out-patient treatment. 

\dmiral Boone is taking on this new responsibility at a time when the demands 
on the VA medical services are expected to increase greatly as a result of the 
present crisis in world affairs. 

The official biography of Vice Admiral Boone issued by the Navy Department 
follows: 


8461951 2 
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“Vice ApmrrRAL JorL THompson Boone, Mepicat Corps, UNITep States 
Navy, RETIRED 


‘Joel Thompson Boone was born in St. Clair, Pa., on August 29, 1889, the son 
of the late William A. Boone and Mrs. Annie Thompson Boone. He was graduated 
from Mercersburg (Pa.) Academy in 1909, entered Hahnemann Medical College 
in Philadelphia, Pa., where he was graduated in June 1913. Appointed lieutenant 
(jg) in the Medical Corps of the United States Naval Reserve in April 1914, he 
was transferred to the Regular Navy in that rank in May 1915. He advanced in 
grade to rear admiral, May 20, 1942, and upon retirement was advanced to the 
rank of vice admiral. 

“Following his appointment in the Medical Corps of the United States Naval 
teserve in April 1914, he was attached to the Naval Hospital, Portsmouth, N. H., 
between July and September 1914, after which he had instruction at the Naval 
Medical School, Washington, D. C., until April 1915. Transferring to the United 
States Navy, in May 1915, he served at the naval training station, Norfolk, Va., 
until August of that year, when he was ordered to duty with the Artillery Battalion, 
United States Marine Corps Expeditionary Force. During that assignment, 
which extended to June 19]6, he had service ashore in Haiti in 1915 with the 
marines, for which he received a letter of commendation from the Secretary of 
Navy. 

“In September 1916 he joined the U. 8. S. Wyoming, and was serving in that 
battleship when the United States entered World War I in April 1917. Detached 
from the Wyoming in August of that vear, he reported for duty with the Sixth 
Regiment of Marines, Quantico, Va Arriving in France in early October 1917 
he participated in the following major battles and campaigns, as battalion and 
regimental surgeon, Sixth Marine Regiment, later as assistant division surgeon of 
the Second Army Division, American Expeditionary Forces; defense sector, south 
of Verdun; Aisne-Marne; St. Mihiel, Champagne, and Meuse-Argonne. 

“For his services as surgeon in the Boise de Belleau, France, in June 1918, he 
was awarded the Distinguished Service Cross by the War Department. The 
citation states in part: ‘* * ™ On two successive days, the regimental aid 
station in which Surgeon Boone was working was struck by heavy shells and in 
each case demolished. Ten men were killed and a number of wounded were 
badls hurt by falling timbers and stone. Under these harassing conditions, this 
officer continued without cessation his treatment of the wounded, superintending 
their evacuation and setting an ins piring example of heroism to the officers and 
men serving under him * * 

“For heroism in action at, am in, the vicinity of Vierzy, France, on July 
1918, he received the highest military award for bravery that can be given to any 
individual in the United States of America—the Medal of Honor, awarded by 
Congress. The citation states in part: ‘For extraordinary heroism, conspicuous 
gallantry and intrepidity in actual conflict with the enemy, at and in the vicinity of 
Vierzv, France, July 19, 1918. With absolute disregard for personal safety, ever 
conscious and mindful of the suffering fallen, (he) leaving the shelter of a ravine, 
went forward onto the open field, where there was no protection, and despite 
the extreme enemy fire of all calibers, through a heay y mist of gas, applied dress- 
ings and first-aid to wounded marines * * * 

“He also was awarded the Silver Star Medal with five oak leaf clusters, and the 
purple Heart Medal with two oak leaf clusters by the War Department, for 
services during World War I with the Sixth Regiment of Marines, and received 
special citations from Gen. John J. Pershing, United States Army; Maj. Gen. 
John A. LeJeune, United States Marine Corps; Maj. Gen. Harry Lee, United 
States Marine Corps; Maj. Gen. Omar Bundy, United States Army; and Maj. 
Gen. James G. Harbord, United States Army. 

“Following his return to the United States in February 1919 he served in the 
Pureau of Medicine and Surgery, Navy Department, Washington, D. C., and as 

Director of Naval Affairs, American Red Cross, from March 1919 until May 
1922, when he reported for duty as the medical officer aboard the Presidential 
vacht Mayflower. During the period of that assignment, which extended to 
April 1929, he was physician to the late Presidents Warren G. Harding and 
Calvin Coolidge. Between March 1929 and May 1931 he was attached for 
record to the Naval Dispensary, Navy Department, Washington, D. C., while 
on duty as medical officer to the White House during the administration of 
Pre — nt Herbert Hoover and with the establishment of the position of physician 
to the White House, he continued in the latter capacity until April 1933. During 
ce assignment as physician to the White House, he served in the temporary rank 
of captal 
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‘“‘After completing a general postgraduate course at the Naval Medical School, 
Washington, D. C., in May 1933, he joined the hospital ship, Relief, in June of 
that year, serving as chief of medicine of that vessel until June 1935. He then 
had duty at the Naval Hospital, San Diego, Calif., until August 1936, when he 
was transferred to duty as force medical officer of the Fleet Marine Force, San 
Diego, Calif., where he served until May 1938. In November of that year he 
joined the U. S. 8. Saratoga, and served in that carrier until July 1939. 

“He had 6 months duty at the naval dispensary, Long Leach, Calif., before 
reporting in January 1940 for duty as force medical officer on the staff of Com- 
mander Base Force, United States Fleet, in the flagship Argonne, to serve until 
August 1940. He had duty as senior medical officer at the naval air station, 
San Diego, Calif., from December 1940 until April 1943, and from May of that 
year until March 1945 served as medical officer in command at the naval hospital, 
Seattle, Wash. For service in the latter assignment he received a letter of com- 
mendation, with authorization to wear the commendation ribbon, from the 
Secretary of Navy. 

“In April 1945 he reported for duty as fleet medical officer on the staff of com- 
mander, Third Fleet. He was selected to be one of three officers to liberate 
allied prisoners of war in Japan prior to the military occupation of that country. 
He was the Naval Medical Corps representative at the surrender ceremonies of 
the Japanese aboard the U. 8. 8S. Missouri in Tokyo Bay on September 2, 1945 
(United States castern standard time). For ‘meritorious service as fleet medical 
officer on the staff of commander, Third Fleet, from May 28 to September 19, 
1945 * * * he as awarded the Bronze Star Medal with Combat V. The 
citation states that he ‘participated in the planning for the initial landings in the 
occupation of Japan, particularly in respect to the evacuation and care of allied 
prisoners of war, and was in large measure responsible for tae improvement of the 
Third Fleet’s medical organization * * * 

“In November 1945 he was ordered to the Bureau of Medicine and Surgery, 
Navy Department, Washington, D. C., for temporary duty pending further 
assignment. In January 1946 he was designated district medical officer, Eleventh 
Naval District, San Diego, Calif., and in April of the same year became inspector 
of Medical Department Activities, Pacific coast, with additional duty as medical 
officer, Western Sea Frontier. From May 1946 until June 1947 he served also 
as medical adviser to the Federal Coal Mines Administrator and as the Director 
of the Medical Survey of the Coal Industry. Early in 1948 he was assigned as 
the executive secretary of the Secretary of Defense’s Committee on Medical and 
Hospital Services of the Armed Forces. 

“He was detached as general inspector, medical, on September 1, 1949, and 
reported to the Office of the Secretary of Defense for duty, having been appointed 
Chief of Joint Plans and Action Division Office of Medical Service. On November 
13, 1948, he was elected president of the Association of Military Surgeons for the 
year 1949. In March 1950 he was ordered detached and to temporary duty in the 
Bureau of Medicine and Surgery, Navy Department, and subsequently reassigned 
as general inspector, Medical Department activities. 

“In addition to the Medal of Honor, awarded by Congress; the Distinguished 
Service Cross (Army); the Silver Star Medal with five oak leaf clusters (Army); 
the Bronze Star Medal with Combat V; the Secretary of the Navy Commendation 
Ribbon; and the Purple Heart Medal with two oak leaf clusters (Army); Vice 
Admiral Boone has the Haitian Campaign Medal; the Marine Corps Expeditionary 
Medal; the Victory Medal with six battle stars; the Army of Occupation in Ger- 
many Medal; the American Defense Service Medal, Fleet Clasp (U. 8.8. Argonne); 
the Asiatic-Pacific Campaign Medal with two bronze stars; the American Cam- 
paign Medal; the World War II Victory Medal; the Navy Occupation Medal 
(Japan), He also has the Order of Fourragere (three awards); Officer of the 
Legion of Honor; and Croix De Guerre with two palms; awarded by the French 
Government; and the War Cross and Diploma, awarded by the Government of 
Italy. 

“‘Admiral Boone has also been awarded the honorary degrees of master of arts 
and doctor of laws. 

“His official address is St. Clair, Pa. His wife, the former Helen E. Koch of 
Pottsville, Pa., resides at 4000 Cathedral Avenue NW., Washington, D. C. 

“Vice Admiral and Mrs. Boone have one daughter, Mrs. Milton F. Holler, Jr., 
two granddaughters, and one grandson who reside in Burlingame Calif.” 


Mr. Gray. And may I say to you that this, to me, is a service 
which we, at least he and I, are delighted to give. But I hope that 
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you share with me the view, or at least will recognize my position 
when I say to you, that any gentleman who wears the light blue ribbon 
with white stars on it is an unselfish man. He has already demon- 
strated that he goes to the help of his fellowman in and beyond the 
call of duty, when omission to do so could not under any circumstances 
bring censure. That is Joe Boone, and that is his record in the Navy. 
And in addition to that, I think we are getting something that to me 
means much, and I believe it will to you. The Assistant Piqrews 


Director is Col. Arden Freer, United States Army, retired, very 
well versed and thoroughly competent administrator from aa eae, 
Now we get ina eentleman who is in the Navy. And we have two 


veterans, both of them superb medical men and fine administrators, 
We have both sides of the major services now recognized in the med- 
ical department of our Administration. 

Senator Humpsrey. General Gray, as I told you in our preliminary 
talk on this subject, the one area of concern that I have is the apparent 
nervousness and uncertainty on the part of some of these medical 
schools and leading medical authorities as to what the future may 
offer. I might say, in line with that, that insofar as you personally 
are concerned, I think they have the utmost confidence and the most 
cordial relationships. But thev are worried about the fact that there 
may be fundamental changes in policy in the Veterans’ Administra- 
tion about medical care. Now, we have had a history that gives them 
some reason for worrying. Until Dr. Hawley came in, I think under 
the administration of General Bradley, then followed by Dr. Magnuson 
under your administration, the medical care in the VA hospit: als had 
not been of the high caliber that it ought to have been. 1 think that 
Is a =p statement. 

Mr. Gray. No; I wouldn’t say that, Mr. Chairman, I would say 
that there was not an opportunity or a need and necessity for doing 
what we do now. We increased so rapidly in the period following 
demobilization of the World War II veteran, and increased by law 
our responsibilities to the veteran to such a degree, that we might say 
that the old organization was passe and couldn’t be operated. Now, 
1 have analyzed very carefully 

Senator Humpurey. May I just interrupt there? 

Let us take a look at some hospitals. You and I are both familiar 
with Fort Snelling Hospital. I happen to know from talking with 
Dean Diehl of the University of Minnesota Medical School what was 
done out there with neuropsychiatric patients. In prior years they 
just kept them as patients within the hospital. I mean, there just 
was no real developed program to rehabilitate them and to get them 
back into active life. And since then there has been a remarkable 
achievement. 

Mr. Gray. There is no question about that, Mr. Chairman. But 
by the same token, I am not talking about something that I was a 
part of and know specifically. 

Senator Humpurey. I see. 

Mr. Gray. I am only talking about what the records show. And 
the original organization, sir, of the Veterans’ Administration, prior 
to the advent of General Bradley, contemplated the placing of re- 
sponsibility for construction and repair and hospitalization, and so 
forth, under a civilian, not a doctor, on the staff of the Administrator. 
That was changed. But the laws were not the same then as they are 





MEDICAL CARE FOR VETERANS 13 


now. The appropriations were not what they are now. So that 
there are two sides to that question, too. 

Senator HumpnHrey, Yes. 

Mr. Gray. All [ want to bring out is that it wasn’t the type of medi- 
cal care that we are giving now or will continue to give in the future. 
But they didn’t have the authority or the opportunity to give it. 

Senator Humpurey. I am not denying it. But I think the worry 
is, and I think it is a justifiable worry, that in the days to come there 
may be a slipping back. 

Mr. Gray. Not in the slightest degree, sir. I guarantee you that 
without qualification. 

Senator Morse. Your point is that you have both the authoriza- 
tion now, that they did not have in those previous administrations, 
and you have the appropriation and the personnel. 

Mr. Gray. Right, sir. 

Senator Hitt. Congress, and I say ‘‘Congress,’’ because we make 
the appropriations and pass the laws and sit as sort of a Board of 
Directors, did not have the concept in the old days that we do now. 

Mr. Gray. That is correct. 

Now, there is one thing, gentlemen, that may be of interest to you, 
I may tell vou. It startled me no end when I was told that 50 percent 
of our medical load is neuropsychiatric. And I said, ‘Heavens above. 
Is that one of the tragedies of war?” Well, it is slightly minimized 
when I find that that 1s the fact with respect to the entire population 
of the entire United States. Fifty percent of the entire medica] load 
in the United States, veterans as well as civilians, is neuropsychiatric. 

The present Administrator of the Veterans’ Administration recog- 
nizes the change in the patient load. And today we are recommend- 
ing, and making specific changes when we get the authority of the 
money appropriations, the changing of general medical and surgical 
beds to both neuropsychiatric and tubercular, so that we may properly 
care for the load as it actually is. We are definitely abreast of that. 
| will never be a party to anything except providing beds in accord- 
ance with what our medical load is, to the extent that the Congress 
feels that it can afford it. ¢ 

Senator DovG.ias. General Gray, may [ ask you a very blunt 
question? 

Mr. Gray. Yes, sir. 

Senator DovGias. General Hawley and Dr. Magnuson brought 
into the service, | think, quite a large number of competent doctors, 
many of whom were placed in charge of hospitals. Now, it is charged 
that these men are being transferred and shifted around, which in the 
police service was the preliminary in the old days to“ sending them to 
the goats.”” Can you furnish us with a list of the transfers that have 
been made? 

Mr. Gray. I can furnish you that, of course, Senator, but I can 
furnish vou with something else that - as a very definite bearing on 
that, and that is the appointment of each manager of a hospital 
throughout the entire period, where he came from, and what his back- 
ground was. In fact, I have that evidence right here, but it is too 
voluminous, and it is in the original. I will have to make copies of it. 

Senator DovGtas. I think that would be very helpful. 

(The information referred to is as follows:) 
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OFFICE MEMORANDUM 


UnitTEp States GOVERNMENT, 
November 17, 1950. 
To: Administrator. 
From: Selection Committee for Managers 
Subject: Nomination of candidates for the position of manager, VA hospital, 
Seattle, Wash. 

1. The committee submits the following candidates for consideration for the 
position of manager of the new VA hospital, Seattle, Wash., in the order of prefer- 
ence indicated: 

Dr. Don E. Nolan, chief, professional services, VA center, Dayton, Ohio. 

Dr. Ralph H. Fouser, chief, professional services, VA hospital, Little Rock, 
Ark. 

Dr. William W. Bourke, chief, professional services, VA hospital, Knoxville, 
lowa. 

2. Dr. Nolan was first employed with the VA in September 1938 and has served 
in various medical capacities since that time. He has served at the VA center in 
Dayton since November 1942 and has occupied his present position of chief, pro- 
fessional services, since July 1947, serving three hospitals with a total bed capacity 
of 1,316 and a domiciliary section with 2,134 beds. Dr. Nolan received his M. D. 
degree from the University of Minnesota in 1936. He is a diplomate of the 
American Board of Internal Medicine at the University of Cincinnati Medical 
School. In addition to his excellent professional background, he has demonstrated 
his ability in administration and is considered to be very well qualified for the 
position of manager of a general medicine and surgical hospital. Dr. Nolan has 
been interviewed by the committee. 

3. Dr. Fouser was appointed chief of professional services at the new VA hos- 
pital in Little Rock, Ark., earlier this vear. He was formerly chief of professional 
services in the area medical office in Washington, D. C. He received his M. D. 
degree from the Rush Medical College of the University of Chicago in 1929 and 
since that time has served in various professional and administrative positions in 
private practice, military service, and in the Veterans’ Administration. Dr. 
Fouser has been interviewed by the committee and is considered well qualified 
for a position as manager. 

4. Dr. Bourke received his M. D. degree from St. Louis University in 1927. 
He has had numerous graduate courses in the field of psychiatry and is a diplomate 
of the American Board of Psychiatry and Neurology. He has been in the employ 
of the VA since 1931 assigned to various NP hospitals and has been chief of pro- 
fessional services at the VA hospital, Knoxville, since 1947. The committee has 
interviewed Dr. Bourke and considers him well qualified for a position as manager. 

5. There have been nominations for this position from outside sources. Dr. 
H. H. Wolfe, chief medical officer at the VA regional office in Seattle, Wash., has 
been recommended by Congressman Warren G. Magnuson. However, from 
information available in Central Office, it appears that Dr. Wolfe is not as well 
qualified for this particular position as the above candidates. Capt. H. V. 
Hughens, United States Navy, stationed in Seattle, Wash., has also applied for 
this position. Captain Hughens is not now a VAemployee. He is not considered 
as well qualified for this position as the above-recommended candidates. 

6. Nomination folders for the above candidates are attached. 

Dr. P. B. Maanvson, 
Chief Medical Director. 
G. H. Sweet, 
Assistant Administrator for Personnel. 
F. W. KEtsey, 
Assistant Administrator for Finance. 





OFFICE MEMORANDUM 


Unrrep States GOVERNMENT, 
October 19, 1950, 
To: Administrator. 
From: Selection Committee for Managers. 
Subject: Nominations for the position of manager, VA hospital, Albany, N. Y. 


1. The committee submits the following candidates for consideration for the 
position of manager of the new VA hospital, Albany, N. Y., in the order of pref- 
erence indicated: 
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Dr. William Fellows, chief of surgical service, VA hospital, Aspinwall, Pa. 

Dr. William Bourke, chief of professional services, VA hospital, Knoxville, 
Iowa. 

Dr. Glenn E. Comstock, chief medical officer, VA regional office, New Orleans, 
La. 

2. Dr. Fellows received his M. D. degree from New York University in 1924. 
He is a diplomate of the American Board of Surgery. He entered the employ of 
the VA in 1931 and, except for military service, has served continuously with this 
agency in progressively responsible assignments since that time. He is presently 
chief of surgical service at VA hospital, Aspinwall, Pa. Dr. Fellows was inter- 
viewed by the committee. In addition to his excellent professional background 
he has considerable administrative experience and ability and is considered to be 
very well qualified for the position of manager of a GMS hospital. 

3. Dr. Bourke received his M. D. degree from St. Louis University in 1927. He 
has had numerous graduate courses in the field of psychiatry and is a diplomate 
in the American Board of Psychiatry and Neurology. He has been in the employ 
of the VA since 1931, assigned to various NP hospitals, and has been chief of pro- 
fessional services at VA hospital, Knoxville, since 1947. The committee has inter- 
viewed Dr. Bourke and considers him well qualified for the position of manager. 

+. Dr. Comstock received his M. D. degree from the University of Cincinnati 
in 1925. He entered the employ of the VA in 1946. He served as chief medical 
officer at VA regional office, Shreveport, until January 1, 1949, and has been as- 
signed as chief medical officer at VA regional office, New Orleans, since that date. 
Dr. Comstock has demonstrated his abilities, both professional and administrative. 
and is considered good managerial material. 

5. There have been several nominations for this position from outside sources. 
Dr. John 8. Walsh, chief of professional services at VA hospital, Lincoln, Nebr., 
has been recommended by Congressman Dean P. Taylor and has been endorsed 
by a local chapter of the Military Order of the Cootie. Dr. Walsh has been nomi- 
nated for the roster by the chief medical director but has not vet been interviewed 
by the committee. However, from information available in Central Office it ap- 
pears that Dr. Walsh is not as well qualified for this particular position as the 
above candidates. Congressman James J. Delaney has recommended Dr. Abra- 
ham Norman, chief medical officer at VA regional office, Brooklyn. Dr. Norman 
has not been nominated for the roster. Mr. Anthony C. Garrick has made appli- 
cation for the position of manager or assistant manager of the Albany hospital 
and has been recommended by Congressman William T. Byrne. Mr. Garrick is 
presently assistant superintendent a the Samaritan Hospital in Troy, N. Y., 
having held this position for a period a little in excess of 1 year. His application 
shows that he does not have the experience in hospital administration which would 
be desired if a layman were to be appointed as manager of the Albany hospital, 
nor does he appear to have the necessary civil-service eligibility for this appoint- 
ment. 

6. Nomination folders for the above candidates are attached. 


Dr. P. B. Maanvson, 
Chief Medical Director, 
G. H. Sweet, 
Assistant Administrator for Personnel, 
F. W. Kevsey, 
Assistant Administrator for Finance. 


UnitTep States GOVERNMENT, 
October 10, 1950. 
OFFICE MEMORANDUM 
To: Administrator. 
From: Selection Committee for Managers. 


Subject: Nominations for the position of manager, VA hospital, Minneapolis, 
Minn. 


1. Dr. Edwin J. Rose, manager at VA hospital, Minneapolis, is being trans- 
ferred to Central Office as Assistant Director, Hospital Operations Service, effec- 
tive October 29, 1950. The committee submits the following nominations for 
consideration for the position of manager, VA hospital, Minneapolis, in the order 
of preference indicated: 

Dr. John A. Seaberg, chief, professional services, VA hospital, Minneapolis, 
Minn. 
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Dr. Lee H. Schlesinger, chief medical officer, VA center, White River Junc- 

tion, Vt. 

Dr. William G. Lewis, chief of professional services, VA hospital, Walla 

Walla, Wash. 
2. Dr. Seaberg received his M. D. from Northwestern University in 1920. 
From 1921 to 1924 he was employed by the Public Health Service and assigned 
to the Veterans’ Bureau. He entered the employ of the VA in 1924 and has 
served continuously with this agency since that time. All of Dr. Seaberg’s 
service has been at the Minneapolis hospital with the exception of a short assign- 
ment at VA hospital, Alexandria, La. Dr. Seaberg has held progressively respon- 
sible assignments including chief of medical service, chief of tuberculosis service, 
clinical director, and chief of professional services. He has been interviewed 
by the committee and is considered exceptionally well qualified for this assignment. 

3. Dr. Schlesinger received his M. D. from the University of Bellevue Hospital 
Medical College in 1931. He was first employed by the VA at VA hospital, 
Hines, Ill., in 19388, where he remained until he entered military service in March 
1942. He returned to the VA in March 1946 as clinical director at VA hospital, 
Newington, Conn. Since June 1946 he has been assigned as chief medical officer 
at VA center, White River Junction, Vt. Dr. Schlesinger was interviewed by 
the committee in Washington and is considered well qualified for the position of 
manager of a VA hospital. 

1. Dr. Lewis received his M. D. from the University of Louisville in 1929. 
He entered service with the VA in 1946 and has served in his present position 
of chief, professional services, at VA hospital, Walla Walla, Wash., for a period 
of 3% years. Prior to this assignment, he was chief of tuberculosis at the same 
hospital for a period of 1 year. From 1933 to 1946 Dr. Lewis served in various 
medical positions in the Department of Interior, Indian Service, and the United 
States Army. Dr. Lewis was interviewed by the committee in San Francisco 
and is considered to be qualified for the position of manager of a VA hospital. 

5. There is no record of any other candidates having been recommended from 
other sources for this specifie position. 

6. Nomination folders for the above candidates are attached. 

Dr. P. B. MAGNUSON, 
Chief Medical Director. 
G. H. Sweet, 
Assistant Administrator for Personnel, 
F. W. Kesey, 
Assistant Administrator for Finance. 


OFFICE MEMORANDUM 


UniITED STATES GOVERNMENT, 
September 6, 1950. 
To: The Administrator. 
From: Selection Committee for Managers. 
Subject: Nomination of candidates for the position of manager, VA hospital, 
Omaha, Nebr. 

1. The committee submits the following candidatesf or consideration for the 
position of manager, VA hospital, Omaha, Nebr., in the order of preference 
indicated: 

Dr. John J. Tyson, chief medical officer, VA center, Des Moines, Iowa; 
Dr. George 8. Littell, medical director, VA center, Wichita, Kans., and 
Dr. John F. Busch, Chief ,TB Section, Area Medical Office, Atlanta, Ga. 

2. Dr. Tyson is presently chief medical officer of the Des Moines Center, which 
position he has held since July 1947. He has been with the VA since 1934 as ward 
officer, chief, surgical service, and as chief medical officer. He was on active duty 
with the Army assigned to the VA during the period February 1944 to January 
1946. Dr. Tyson has an excellent professional background and has demonstrated 
an exceptional degree of administrative ability. The committee considers Dr. 
Tyson to be one of the finest candidates it has interviewed and particularly 
recommends his assignment to Omaha in view of the teaching program that station 
will have. 
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3. Dr. Littell has been with the Administration since June 1946 as clinical 
director and manager of the Amarillo Hospital and manager of the Wichita 
Hospital. He is considered well qualified professionally and administratively and 
has demonstrated his ability as a manager in his previous assignments. 

4, Dr. Busch accepted employment with the VA branch office in Atlanta in 
October 1946 as assistant chief of the TB division. Since the abolition of the 
branch office, he has served as chief, TB section, in the area medical office. Prior 
to his employment with the VA, Dr. Busch has considerable experience with 
various TB associations. Dr. Busch is well qualified for assignment as a manager; 
however, it is believed that he could best serve in a TB hospital. 

5. Dr. B. B. Gilpin, Jr., chief medical officer, Roseburg, Oreg., has requested 
that he be considered for assignment as manager of the Omaha hospital. The 
committee did not consider Dr. Gilpin to be as well qualified for this assignment 
as the above candidates. 

6. Nomination folders are attached for the above-mentioned candidates. 


ARDEN FREER, M. D. 
Acting Chief Medical Director. 
G. H. Sweet, 
Assistant Administrator for Personnel. 
K. C. BaxTEeR 
(For F. W. Kelsey, Assistant Administrator for Finance). 


I appoint Dr. John J. Tyson as manager, VA Hospital at Omaha, Nebr. 


Cart R. Gray, Jr. 
SEPTEMBER 20, 1950. 


OFFICE MEMORANDUM 


UNITED STATES GOVERNMENT, 
August 238, 1950. 
To: Administrator. 
From: Selection Committee for Managers. 
Subject: Nomination of candidates for the position of manager, GS-14, VA 
hospital, Castle Point, N. Y. 

1. The Committee submits the following candidates for consideration for the 
position of manager, GS-14, VA hospital, Castle Point, N. Y., in the order of 
preference indicated: 

Frank W. Clayton, assistant manager, GS-14, VA hospital, Bronx, N. Y.; 

feuben Cohen, assistant manager, GS-13, VA hospital, Fort Hamilton, 
Brooklyn, N. Y.; and 

Charles S. Bushnell, assistant manager, GS-13, VA hospital, Dallas, Tex. 

2. Mr. Clayton has been with this agency since 1920 and has been carried in 
assignments where he has received excellent training for manager of VA hospitals. 
He has been assistant manager of the VA hospital, Bronx, N. Y., since April 
1946, and has performed his responsibilities in an outstanding manner. He has 
been interviewed by the committee and is considered well qualified for this assign- 
ment. Mr. Clayton is at present serving in a grade GS-14 position and, if ap- 
pointed, no promotion would be involved. 

3. Mr. Cohen has been assistant manager at the VA hospital, Fort Hamilton, 
Brooklyn, N. Y., since January 1950. He was assistant manager at the VA 
hospital, Manhattan Beach, N. Y., from May 9, 1949, to January 1950. All but 
3 months of this time was served as acting manager of this hospital. He has also 
served as director, medical administration, branch office No. 2, from August 1946 
to May 1949. Mr. Cohen was interviewed by the committee in New York and is 
considered well qualified for the position of manager of a VA hospital. 

4. Mr. Bushnell was appointed as assistant manager at the VA _ hospital, 
Dallas, Tex., in May 1946. He still occupies that position, and his performance 
as an assistant manager has been of a high level. He had extensive hospital 
administration experience while in service during the last war and prior to that a 
number of vears of hospital experience while serving in the Regular Army. Mr. 
Bushnell was interviewed by the committee and is considered as an exceptionally 
fine candidate for assignment as a manager. 
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5. There is no record of any other candidates having been recommended from 
other sources for this specific position. 
6. Nomination folders for the above candidates are attached. 
Dr. P. B. Maqnuson, 
Chief Medical Director. 
Per R. E. ApKIns. 
G. H. Sweet, 
Assistant Administrator for Personnel. 
F. W. KEtsey, 
Assistant Administrator for Finance. 


I appoint Mr. Frank W. Clayton as manager, VA hospital, Castle Point, N. Y. 
Cari R. Gray, Jr. 
SEPTEMBER 2, 1950. 


OFFICE MEMORANDUM 


UN1ITEepD States GOVERNMENT, 
August 23, 1950. 
To: Administrator. 
From: Selection Committee for Managers. 
Subject: Nomination of candidate for the position of manager, GS-14, VA Hos- 
pital, Vancouver, Wash. 

1. The manager at the Vancouver hospital, Dr. E. H. H. Foster, is retiring 
from the service on September 30, 1950. The Committee recommends that 
Mr. Noel M. Jeffrey, present manager, VA hospital, Castle Point, N. Y., be 
transferred to Vancouver, replacing Dr. Foster upon his retirement. 

2. The committee is restricting its nomination to one candidate in this instance 
since Mr. Jeffrey has served in various responsible positions with the VA since 
1922 and has served as manager since 1946 at the VA hospitals, Manhattan 
Beach and Castle Point, N. Y. No promotion would be involved in this transfer 
as Mr. Jeffrey is already serving in a GS-14 position. 

3. There is no record of any other candidates having been recommended from 
other sources for this specifie position. 

Dr. P. B. Maanuson, 
Chief Medical Director. 
Per R. E. ApKrIns 
G. H. Sweet, 
Assistant Administrator for Personnel. 
F. W. KELseEy, 
Assistant Admintstrator for Finance. 

I appoint Mr. Noel M. Jeffrey as manager, VA Hospital, Vancouver, Wash. 

SEPTEMBER 2, 1950. 

Car R. Gray, Jr. 


OFFICE MEMORANDUM 


Unrrep States GOVERNMENT, 
Augqust 28, 1950. 
To: Administrator. 
From: ity Administrator. 
Subject: of vacancy of Manager, VA hospital, Vancouver, Wash. 

1. Dr. E. H. H. Foster, manager of the Vancouver Hospital, is retiring from 
the service September 30, 1950. 

2. The selection committee has nominated Mr. Noel M. Jeffrey, manager of 
the Castle Point Hospital, as Dr. Foster’s replacement at Vancouver. It is their 
belief that the physical lay-out and general conditions at Vancouver necessitate 
the assignment of a particularly well qualified and capable manager. The com- 
mittee is of the opinion that Mr. Jeffrev’s long experience with the VA and his 


outstanding performance as manager under somewhat similar conditions at 



















Castle Point eminently qualify him for this assignment. Mr. Jeffrey has ex- 
pressed considerable interest in returning to an assignment on the west coast 


O. W. CiarK. 
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OFFICE MEMORANDUM 


UNITED STATES GOVERNMENT, 
August 10, 1950. 
To: Administrator. 
From: Selection Committee for Managers. 
Subject: Nomination of candidate for the combined position of manager-chief, 
professional services, at the VA hospital, Excelsior Springs, Mo. 

1. The manager at the Excelsior Springs Hospital, Dr. Carrol L. Moore, is 
retiring for disability effective August 31. Since it has been our policy wherever 
and whenever possible at established hospitals of approximately 250 beds to set 
up the combined position of manager-chief, professional services, it is reeommended 
that this policy be applied at Excelsior Springs effective with Dr. Moore’s retire- 
ment. 

2. The committee is restricting its nomination to one candidate in this instance. 
It is recommended that the present chief of professional services, Dr. Paul C. 
Bruce, be approved for assignment to the combined position. Dr. Bruce has 
not been interviewed by the committee. However, he is known to some of the 
members and has been recommended very highly by the area medical director, 
Dr. Beasley. 

3. There is no record of any other candidates having been recommended from 
other sources for this specific position. 

4. Nomination folder for the above candidate is attached. 

Dr. P. B. Maanuson, 
Chief Medical Director. 
Per R. E. ADKINS, 
G. H. Sweet, 
Assistant Administrator for Personnel. 
F. W. KELsEy, 
Assistant Administrator for Finance. 

I appoint Dr. Paul C. Bruce as manager and chief of professional services, a 

combined position. 


Cart R. Gray, Jr. 
Avaust 11, 1950. 





OFFICE MEMORANDUM 


UNITED STaTES GOVERNMENT, 
July 26, 1950. 
To: The Administrator. 
From: Selection Committee for Managers. 
Subject: Nomination of candidates for the position of manager-chief, professional 
services, VA hospital, Phoenix, Ariz. 

1. The committee submits the following candidates for consideration for the 
position of manager-chief, professional services, VA hospital, Phoenix, Ariz., in 
the order of preference indicated: 

Dr. Seymour Fisher, chief, professional services, VA hospital, Ft. Benjamin 
Harrison, Ind. 
Dr. William W. Bourke, chief, professional services, VA hospital, Knoxville, 
Iowa. 
Dr. Glenn E. Comstock, chief medical officer, VA regional office, New Orleans, 
La. 

2. Dr. Fisher has been with the VA since August of 1946. He has an excellent 
professional background and also has had considerable administrative experience 
with this agency as well as during his military service. Dr. Fisher has been 
interviewed and is considered by the committee as an excellent managerial 
prospect. 

3. Dr. Bourke has been with this agency since 1931 and has acquired a fine 
background of administrative experience since that time. In view of Dr. Bourke’s 
specialty in the field of psychiatry, it is believed that his abilities could be better 
utilized at a later date in an NP hospital. The committee has interviewed 
Dr. Bourke and does not consider him as strong a candidate as Dr. Fisher. 

4, Dr. Comstock is presently chief medical officer, VA regional office, New 
Orleans. He has served in various medical positions in the VA since December 
15, 1946, and has proven his abilities, both professional and administrative. 
While the committee considers Dr. Comstock to be an excellent candidate, it is 
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believed desirable for him to obtain additional experience as chief, professional 
services, in a VA hospital prior to his assignment as a manager. 

5. Numerous recommendations have been received in the interest of Mr. 
Charles H. Collins, readjustment allowance agent, Phoenix, Ariz., urging his 
assignment to this position. The committee has considered Mr. Collins’ quali- 
fications carefully and find that he is not qualified for assignment to this position 
inasmuch as the position of manager and chief of professional services has been 
combined and requires the assignment of adoctor. Mr. Collins has been endorsed 
by Senator Ernest W. McFarland; Senator Carl Hayden: Mr. Curtis M. Williams, 
veterans’ service officer, State of Arizona; Mr. Spencer N. Thompson, director, 
Governor’s Council for Veterans’ Institutional and on-the-job training, State of 
Arizona; Mr. Wade E. Church, chairman, Employment Security Commission of 
Arizona; Mr. Bruce Parkinson, director, Unemployment Compensation Division, 
State of Arizona; Hon. Wesley Bolin, secretary of state, Arizona; Maj. Gen. 
A. M. Tuthill, adjutant general, National Guard of Arizona: and Representative 
Harold A. Patten. 

6. Nomination folders for the above candidates are attached. 

Dr. P. B. MaGnuson, 
Chief Medical Director. 
G. H. Sweet, 
Assistant Administrator for Personnel. 
F. W. KELSEY, 
Assistant Administrator for Financre. 


I appoint Dr. Seymour Fisher as manager and chief of professional services, 
a combined position at VA hospital at Phoenix, Ariz. 
Cart R. Gray, JR. 
Avuaust 11, 1950. 


OFFICE MEMORANDUM 


Unirep Srates GoveRNMENT, 
July 18, 1950. 
To: The Administrator. 
From: Selection Committee for Managers. 
Subject: Nomination of candidates for the position of manager, VA hospital, 
Lebanon, Pa. 

1. The committee submits the following candidates for consideration for the 
position of manager, VA hospital, Lebanon, Pa., in the order of preference in- 
dicated: 

Dr. James 8. Glotfeltv, area chief, neuropsychiatry, VA district office, St 
Louis, Mo. 

Dr. Glenn FE. Comstock, chief medical officer, VA regional office, New Orleans, 
La. 

Dr. John F. Bush, area TB chief, Atlanta district office. 

2. Dr. Glotfelty has been with this agency since 1937 and has been carried in 
assignments where his excellent training in neuropsychiatry would be of great 
benefit to the agency. He has been interviewed by the committee and is con- 
sidered especiallv well qualified for an assignment as manager, both professionally 
and administratively. 

3. Dr. Comstock is presently chief medical officer, VA regional office, New 
Orleans. He has served in various medical positions in the VA sinee December 
15, 1946, and has proven his ability administratively and professionally. How- 
ever, it is felt that it would be desirable for him to obtain experience as chief, 
professional services, in some VA hospital before being assigned as a manager. 

1. Dr. Bush has been with the VA since October 1946, his first assignment 
being assistant chief, TB division, in the branch office, Atlanta. Since the aboli- 
tion of the branch office, he has served as chief, TB section, in the area medical 
office. Prior to employment with the VA, Dr. Bush has had a considerable 
amount of experience with various TB associations. He was interviewed at 
New Orleans, and the committee is of the opinion that he is an exceptionally 
well qualified candidate for an assignment as manager. 

5. There is no record of anv other candidates having been recommended from 
other sources for this specific position. 
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6. Nomination folders are attached for the above-mentioned candidates. 
Dr. P. B. Maanuson, 
Chief Medical Director. 
Per R. E. Apktns, 
G. H. Sweet, 
Assistant Administrator for Personnel. 
F. W. KeEtsey, 
Assistant Administrator for Finance. 
I appoint Dr. J. S. Glotfelty as manager, VA hospital at Lebanon, Pa. 


Cart R. Gray, Jr. 
JuLy 21, 1950. 


OFFICE MEMORANDUM 


UNITED States GOVERNMENT, 
July 13, 1950. 
To: The Administrator. 
From: Selection Committee for Managers. 
Subject: Nomination of candidates for the combined position of manager and 
chief of professional services at VA Hospital, Clarksburg, W. Va. 

1. The Committee submits the following candidates for consideration for the 
combined position of manager-chief of professional services at the Clarksburg 
hospital in the order of preference indicated: 

Dr. Bernard L. Allen, chief medical officer, VA Center, Togus, Maine; 

Dr. Thomas J. Pekin, chief, professional services, VA Hospital, Washington, 
D. C.; and 

Dr. William G. Lewis, chief of professional services, VA Hospital, Walla 
Walla, Wash. 

2. Dr. Allen is presently chief medical officer, VA Center, Togus, Maine. He 
has served in this position since November 1946 and has demonstrated his abilities 
as a leader and an administrator. Dr. Allen has an excellent background with 
approximately 30 years of experience in private, military, and VA practice in 
both clinical and administrative capacities. He has been interviewed by the 
Committee and is considered to be an outstanding candidate for a managerial 
assignment. 

3. Dr. Pekin has been with the VA since 1935 and has been chief of professional 
services at Mount Alto Hospital since October 1946. While he is considered to 
be extremely well qualified for assignment as manager, it is believed that his 
services can best be utilized for the time being in his present assignment. 

4. Dr. Lewis entered service with the VA in 1946 and has served in his present 

position of chief, professional services, for a period of approximately 3 years. 
Prior to this assignment, he was chief, tuberculosis service, at the same hospital 
for a period of 1 year. From 1933 to 1946, Dr. Lewis served in various medical 
positions in the Department of Interior, Indian service, and the United States 
Army. 
5. Mr. E. N. McClung, chief of special services at the VA Hospital, Huntington, 
W. Va., was recommended for assignment as manager of the hospital at Ciarks- 
burg by Dr. A. B. Bowyer, surgeon general, Veterans of Foreign Wars, Charleston, 
W. Va., and he was also recommended by the manager of the Huntington, W. Va., 
hospital. Mr. McClung was given consideration, but it was found that. he lacked 
the minimum requirements for the position of manager of a hospital. 

6. Hon. Matthew M. Neely has recommended that Mr. John D. Bellotte of 
Morgantown, W. Va., receive consideration for assignment as manager of this 
hospital. Mr. Bellotte’s records indicate that he does not meet the requirements 
necessary for a hospital manager. 

7. Nomination folders for the above candiates are attached. 

Dr. P. B. Maanuson, 
Chief Medical Director. 
G. H. Sweet, 
Assistant Administrator for Personnel. 
F. W. KELsey, 
Assistant Administrator for Finance. 


I appoint Dr. B. L. Allen as manager, VA Hospital, Clarksburg, W. Va. 


Car R. Gray, Jr. 
JuLy 14, 1950. 
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OFFICE MEMORANDUM 


Unitrep States GOVERNMENT, 
July 11, 1950. 


To: The Administrator. 

From: Selection Committee for Managers. 

Subject: Nominations for the position of manager-chief, professional services, 
VA Hospital, Poplar Bluff, Mo. 


1. The committee submits the following candidates for the combined position 
of manager-chief, professional services at the Poplar Bluff Hospital in the 
order of preference indicated: 

Dr. William J. McCarty, manager, VAH, Lebanon, Pa.; 
Dr. Paul E. Baird, chief medical officer, VARO, Baltimore, Md.; and 
Dr. Claude E. Carter, chief medical officer, VARO, San Francisco, Calif. 

2. Nomination folders for Dr. Paul E. Baird and Dr. Claude E. Carter and 
the official personnel folder for Dr. William J. McCarty are attached. 

3. Dr. McCarty has had considerable administrative and professional ex- 
perience in his position as manager of Lebanon since August 1947 and prior to 
1947 as manager of VA Hospital, Wilmington, Del. He is considered well 
qualified for this assignment. 

4. Dr. Baird is presently chief medical officer at the Baltimore regional office. 
He has had excellent experience in medical administration and also has a good 
professional background. While he is considered as a potential candidate for a 
manager assignment, it is believed that he should have additional hospital ex- 
perience as chief of professional services. 

5. Dr. Carter, chief medical officer, VARO, San Francisco, Calif., is well quali- 
fied administratively and professionally except that his administrative experience 
has been with a regional office. 

6. Dr. J. W. McPheeters, in a letter to you dated June 28, made application 
for the position of manager of the VA Hospital in Poplar Bluff. He described 
himself as owning a 75-bed hospital in Poplar Bluff with several! special assizn- 
ments which include division surgeon of the Missouri Pacific Hospital, Federal 
physician for Federal prisoners, and physician for various companies. The 
committee does not consider Dr. McPheeters as an acceptable candidate because 
of his lack of service in the agency, and it is not felt that he could take over the 
opening of a new hospital with the same degree of efficiency that can be done by 
one of our own experienced doctors. 

Dr. P. B. MaGnuson, 
Chief Medical Director. 
G. H. Sweet, 
Assistant Administrator for Personnel. 
F. W. KELSsEy, 
Assistant Administrator for Finance. 

Appoint Dr. W. J. McCarty as manager, VA Hospital, Poplar Bluff, Mo. 

Car R. Gray, Jr. 
JuLy 14, 1950. 


OFFICE MEMORANDUM 


UNITED STATES GOVERNMENT, 
July 11, 1950. 
To: The Administrator. 
From: Selection Committee for Managers. 
Subject: Reassignment of Dr. Harrison 8S. Collenisi. 

1. The committee on May 18, 1950, recommended Dr. Harrison 8. Collenisi as 
its No. 1 candidate for reassignment from the position of manager, VA hospital, 
Cleveland, Ohio, to manager at the new VA hospital at Poplar Bluff, Mo. On 
June 9, you appointed Dr. Collenisi-as manager at Poplar Bluff. 

2. In view of the fact that the situation there at Poplar Bluff with respect to 
the interest of Dr. Brandon has changed, the committee submits for vour con- 
sideration the reassignment of Dr. Collenisi as manager at the Erie, Pa., hospital. 
This recommendation forr eassignment of Dr. Collenisi is based further on the fact 
that he is reluctant to accept the position at Poplar Bluff because of family health 
reasons. 
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3. Nominations for manager at the Poplar Bluff hospital are attached in a sep- 
urate memorandum. 
Dr. P. B. Macnuson, 
Chief Medical Director. 
G. H. Sweet, 
Assistant Administrator. 
F. W. KELsEy, 
Assistant Administrator for Finance. 


There is no record of any other candidates having been recommended from other 
sources for this specific position. 
I appoint Dr. H. 8. Collenisi as manager, VA hospital, Erie, Pa. 


CarL R. Gray, Jr. 
JuLy 14, 1950. 


OFFICE MEMORANDUM 


UniTED States GOVERNMENT, 
July 10, 1950. 
To: Administrator. 
From: Selection Committee for Managers. 
Subject: Nomination of candidates for the position of manager, VA hospital, 
Tomah, Wis. 

1. Dr. George D. Rice, manager, VA hospital, Tomah, Wis., will on August 31, 
1950, reach the age at which retirement is mandatory. The committee submits 
the following candidates for consideration for the position of manager at the 
Tomah Hospital in the order of preference indicated: 

Dr. Joseph B. Bounds, chief, professional services, VA hospital, North Little 
Rock, Ark.; 

Dr. Frederick B. Bradshaw, Jr., chief, professional services, VA hospital, 
Gulfport, Miss.; and 

Dr. Lee G. Sewall, chief, professional services, VA hospital, Roanoke, Va. 

2. Dr. Bounds has been with the VA since 1939 and has served in his present 
position since September 8, 1946. His assignment in the VA has provided him 
with a well-rounded background of professional and administrative experience, 
It is the opinion of the committee that Dr. Bounds’ performance and experience 
warrants his consideration for assignment to a position of manager. He has been 
interviewed by the committee and is considered to be an outstanding candidate 
for a managerial assignment. 

3. Dr. Bradshaw has been employed by the VA since January 1938. Before 
being assigned to his present position he served as clinical director at the VA 
hospital in Gulfport and assistant clinical director at the VA hospital in Coates- 
ville, Pa. He has been interviewed by the committee and is considered qualified 
for assignment as a Manager. 

4. Dr. Sewall has been with the VA since March 1938, at which time he was 
assigned as assistant medical officer for training at the VA hospital in Little 
Rock, Ark. Since that time he has held various medical positions in the VA and 
has served in his present position since January 1948. The committee was 
favorably impressed with Dr. Sewall at the time of his interview here in central 
office. 

5. Col. George E. Ijams, director, national rehabilitation service, Veterans of 
Foreign Wars, has recommended that consideration be given to the appointment 
of Dr. Stephan Sebastion for the position of manager at Tomah, Wis. Dr. 
Sebastion is at present assistant chief medical officer at the regional office in 
Milwaukee, Wis. While he is considered as a potential candidate for a manager 
assignment, it is believed that he should have additional hospital experience as 
chief of professional services. 

6. Nomination folders for the above candidates are attached. 

Dr. P. B. Maanuson, 
Chief Medical Dierctor, 
Per R. E. ApKINs, 
G. H. SwWEET, 
Assistant Administrator for Personnel, 
F. W. KEtsey, 


Assistant Administrator for Finance. 


I appoint Dr. Joseph B. Bounds as Manager of VA hospital at Tomah Wis. 


Cari R. Gray, Jr. 
JuLy 11, 1950. 
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OFFICE MEMORANDUM 


UNITED STaTeES GOVERNMENT, 
June 29, 1950. 
To: Administrator. 
From: Selection Committee for Managers. 
Subject: Nomination of candidates for combined position of manager-chief, 
professional services at VA hospital, Dwight, III. 

1. The Committee recommends the appointment of Dr. Meyer H. Fineberg to 
the combined position of manager-chief, professional services, at the VA hospital, 
Dwight, Ill. Dr. Fineberg has had extensive experience in medical administra- 
tion. Prior to his appointment in the VA he served as assistant clinical director 
of Beth Israel Hospitai:, Boston, Mass., a teaching hospital which is affiilated with 
Harvard Medical School and as commanding officer of station hospitais in the 
Army. Sinee April 26, 1950, he has been serving as acting manager-chief, pro- 
fessional services of the VA hospital, Dwight, Ill. His services in this acting 
capacity have been highly satisfactory. He has been interviewed by the com- 
mittee and is considered well qualified. 

2. The Reverend Charles C. McIntire, Washington, D. C., has reeommended 
Dr. Wesley who, he states, is on the staff of the VA hospital, Dwight, Ill. for the 
position of manager of that station. The records in this office do not indicate that 
there is a Dr. Wesley on the staff at Dwight. It therefore appears that the 
Reverend McIntire may have desired to recommend Dr. Walter L. Westling, 
chief, dental service, at Dwight for the position. Dr. Westling is not considered 
a suitable candidate for the position of manager of a VA hospital. 

3. A copy of a memorandum approving Dr. Fineberg as acting manager-chiet, 
professiona: services of the VA hospital, Dwight, is attached. Nomination folder 
for Dr. Fineberg is also attached. 

Dr. P. B. Maanuson, 
Chief Medical Director. 
Per R. E, ADKINS. 
G. H. Sweet, 
Assistant Administrator for Personnel. 
F. W. KeELsey, 
Assistant Administrator for Finance, 


I appoint Dr. M. H. Fineberg as manager at VA hospital at Dwight, II. 
CarRu R. Gray, Jr., 
7 Jury 1950. 


ApriL 26, 1950. 
To: The Administrator. 
From: Chief Medical Director. 
Subject: Dr. Meyer H. Fineberg. 

1. It is recommended that you grant approval for the designation of Dr. Meyer 
H. Fineberg as acting manager, VA hospital, Dwight, Ill. Dr. Fineberg is 
presently chief of professional services and under this recommendation will have 
a combined job of acting manager and chief of professional services. 

2. After a period of evaluation of his work I will then be in a position to discuss 
with your selection committee the possibilities of his appointment as manager of 
this station. I would like to take this opportunity of having him in an acting 
capacity to see how he works out. 

PauLt B. MaGnuson, 


OFFICE 





MEMORANDUM 


UNITED STATES GOVERNMENT, 
June 21, 1950. 
To: Administrator. 
From: Selection committee for managers. 
Subject: Nomination of candidates for the position of manager, GS-14, VA 
hospital, Wilkes-Barre, Pa. 

1. The committee submits the following candidates for the position of manager, 
GS-14 at the VA hospital, Wilkes-Barre, Pa., in the order of preference indicated: 
Harry R. Pool, assistant manager, GS-14, VA center, St. Paul, Minn. 
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John C, Phillips, assistant manager, GS-13, VA hospital, Cleveland, Ohio. 
Charles S. Bushnell, assistant manager, GS-13, VA hospital, Dallas, Tex. 

2. Mr. Pool is well know to the committee. Over the past period of 29 years 
his performance has been consistently outstanding. It is the opinion of the 
committee that his abilities, character, loyalty, personality and appearance are 
such as to make him one of the outstanding executive employees of the VA. It 
is the'reeommendation of the committee that Mr. Pool be assigned as manager in 
his present grade as we believe that his services in that capacity would be ex- 
tremely more valuable to the VA than is his present assignment. 

3. Mr. Phillips has been interviewed by the committee and is considered to be 
an Outstanding assistant manager. He was originally appointed in the VA 
central office (D. M.and 8.) in December 1945. From May 1946 through October 
1947 he served as assistant manager in the Cleveland hospital. He then moved 
up to the Columbus branch office as chief medical administrative service, GS-14. 
With liquidation of the branch offices Mr. Phillips returned to the Cleveland 
hospital and has been the assistant manager there since June 1949. 

1. Mr. Bushnell was appointed as assistant manager at the VA _ hospital, 
Dallas, Tex., in May 1946. He still occupies that position and his performance as 


an assistant manager has been of a high level. He had extensive hospital admin- 
istration experience while in service during the last war and prior to that a number 
of vears of hospital experience while serving in the Regular Army. Mr. Bushnell 


was interviewed by the committee and is considered as an exceptionally fine 
candidate for assignment as a manager. 

5. Dr. John H. Doane, chief medical officer of the Wilkes-Barre regional office 
has been recommended for assignment as manager by a number of individuals 
and organizations. The recommendations in behalf of Dr. Doane have been 
carefully considered by the committee and it is not believed that his capabilities 
as a manager would compare favorably with the candidates recommended. 
Dr. Doane was not recommended under the provisions of your October 5 letter by 
the Wilkes-Barre regional office manager. tecommendations have been sub- 


mitted in his interest by: Hon. Francis E. Walter; Hon. Daniel J. Flood; Hon, 


James E. Van Zandt; Mr. James F. Colley, director, claims service, VF W, 


Harrisburg, Pa.; Dr. William R. A. Boben, secretary and treasurer, the Wyoming 
Valley Hospital, Wilkes-Barre, Pa.; Col. George E. Ijams, director, VF W, Wash- 
ington, D. C.; Dr. Lloyd G. Cole, surgeon in chief, Blossburg State Hospital 
Blossburg, Pa.; Dr. E. Roger Samuel, president, Medical Society of the State of 
Pennsylvania; Mr. Willis E. Pratt, president, State Teachers College, Indiana, 
Pa.; Dr. Samuel T. Buckman, secretary, Wilkes-Barre General Hospital, Wilkes- 
Barre, Pa.; Dr. C. J. H. Kraft, Tvler Memorial Hospital, Meshoppen, Pa.; Dr. 
M. C. Rumbaugh, Rumbaugh Clinic, Kingston, Pa.; Dr. Edward L. Bortz, 
Philadelphia, Pa.; Dr. Henry W. A. Hanson, president, Gettysburg College, 
Gettysburg, Pa.; Dr. George B. Davis, secretary-treasurer, Nesbitt Memorial 
Hospital, Kingston, Pa.; Dr. Donald Guthrie, Guthrie Clinic, Sayre, Pa.; Dr. 8. C. 
Basney, president, Tioga County Medical Society, Wellsboro, Pa.; Dr. W. Edward 
Chamberlain, department of radiology, Temple University Hospital, Philadel- 
phia, Pa.; Dr. Arthur W. Booth, Elmira, N. Y. 
6. Nomination folders for the above candidates are attached. 
Dr. P. B. MacGnuson, 
Chief Medical Director. 
G. H. SwWEET, 
Assistant Administrator for Personnel. 
KF. W. KELSEY, 


Assistant Administrator for Finance. 
[ appoint Mr. Harry H. Pool as manager VA hospital at Wilkes-Barre, Pa. 


Cart R. Gray, Jr. 
JUNE 28, 1950. 


84619—51——--3 
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OFFICE MEMORANDUM 


Unirep States GOVERNMENT, 
June 9, 1950. 
To: Administrator. 
From: Selection Committee for Managers. 
Subject: Nomination of candidates for the combined position of manager. and 
chief of professional services at VA hospital, Beckley, W. Va. 

1. The Committee submits the following candidates for consideration for the 
combined position of manager and chief of professional services at the Beckley 
Hospital: 

Dr. George F. Swanson, chief medical officer, VA center, Martinsburg, W. Va. 

Dr. Ralph H. Fouser, chief, professional services, VA hospital, Little Rock, 
Ark. 

Dr. Francis W. Ogg, chief of professional services, VA center, Hot Springs, 
S. Dak. 

2. Dr. Swanson is presently chief medical officer at the VA center, Martinsburg, 
W. Va. He has an excellent background and has demonstrated his abilities as a 
leader and an administrator. He has been interviewed by the Committee and is 
considered to be an outstanding candidate for a managerial assignment. 

3. Dr. Fouser was recently appointed as chief of professional services at the 
new hospital in Little Rock. He was formerly chief of professional services in 
the area medical office, Washington, D. C. He has been interviewed by the 
Committee and is considered eminently qualified for assignment as a manager. 
It is believed that it would be desirable to continue him in his assignment at 
Little Rock for the time being. 

+. Dr. Ogg is chief of professional services at Hot Springs at present. He has 
a good background of professional and administrative experience. The Com- 
mittee was favorably impressed with Dr. Ogg at the time of interview in Denver. 


Dr. Ogg has expressed preference for assignment in the Rocky Mountain area. 
5. Senator Harley M. Kilgore has reeommended Mr. Roy IL. Smith of Beckley, 
W. Va. for the position of manager at the new hospital. Senator Kilgore’s rec- 
ommendation was acknowledged by Major Clark on March 9. Since there was 
no reeord of Mr. Smith’s qualifications on file it was suggested to the Senator that 
he have Mr. Smith submit a résumé of his experience for consideration in the 
event selection of an individual outside the VA was in order. This information 
has not been received to date. The Committee has no other knowledge of Mr. 
smith 
6. Nomination folders for the above candidates are attached. 
Dr. P. B. MaGNusSon, 
Chief Medical Director, 
G. H. SwEeET, 
Assistant Administrator for Personnel, 
F. W. KELsey, 


Assistant Administrator for Finance. 
I appoint Dr. Geo. F. Swanson as manager of VA hospital at Berkley, W. Va. 
Car. R. Gray, Jr. 
JUNE 23, 1950. 


OFFICE MEMORANDUM 
UNITED STATES GOVERNMENT, 
Vay 31, 1950. 
To: Administrator. 
for Managers. 


Krom: Selection Comin 
Subject: Nomination of candidates for the position of manager, VA_ hospital 
Dallas, Tex. 
1. The Committee submits the following candates for the position of manager 
at the VA hospital, Dallas, Tex. in the order of preference indicated: 
Dr. Frederic R. Eastland, chief, professional services, VA hospital, Lake 
Citv, Fla. 
Dr. Thomas J Pekir . chief, professional services, VA hospital, Washington, 
D. ( 





— 
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Dr. Oliver W. Greer, chief, professional services, VA hospital, Fort Logan, 
Colo. 

2. Dr. Eastland has been with the VA since 1931. His assignments since that 
time have provided him with a well-rounded background of professional and 
administrative experience. It is the opinion of the Committee that he would 
make an excellent manager. 

3. Dr. Pekin has been with the VA since 1935 and has been chief of Professional 
services at the Mount Alto Hospital since October 1946. While he is considered 
to be imminently qualified for assignment as a manager, it is believed that his 
services can best be utilized, for the time being, in his present assignment. 

t. Dr. Greer has been with the VA sinee June, 1946. He was originally em- 
ploved by the VA in the Denver branch office and subsequently transferred to the 
Fort Logan Hospital as chief of professional services in April of 1949. Dr. Greer 
is well qualified professionally and administratively for a manager's assignment. 
He is also being considered for assignment as chief, professional services, VA 
hospital, San Francisco, Calif. where it is believed his services could best be utilized 
for the present, 


5. There is no record of at other candidates having been recommended from 
other sources for this specifie position, 
6. Nomination folders for the above eandidates are attached. 
Dr. P. B. Macn : 
Chief Medical Directo 


i 


G. H. Sweet, 
Assistant Administrator for Personnel. 


F, W. KELSEY, 
Assistant Administrator for Finance. 


"1 r 


IT appoint Dr. F. R. Eastland as manager of VA hospital at Dallas Tex. 


Car. R. Gray, Jr. 
JuNE 3, 1950. 


OFFICE MEMORANDUM 


Unrrep STarEes GOVERNMENT, 
Vay 19, 1950. 
lo: Administrator. 
From: Selection Committee for Managers 
Subject: Nomination of candidates for the position of manager, GS-14, VA 


hospital, Jackson, Miss, 


1. The Committee submits the following candidates for the position of manager, 
GS-14 


at the VA hospital, Jackson, Miss., in the order of preference indicated: 

William K. Hinds, assistant manager, GS-13, VA hospital, Jackson, Miss. 
Charles S. Bushnell, assistant manager, GS-13, VA hospital, Dallas, Tex. 
W.S. White, assistant manager, GS-13, VA hospital, Werrville, Tex. 
2. Mr. Hinds entered on duty with the VA in June 1946 9s an assistant manager 
trainee. He served in that capacity until September 1916 at which time he was 
appointed assistant manager of the McKinney Hospital. In December 1947 he 
Was reassigne | RS a sistant manager of the V \ hospital, Jackse nh, liss, Mr. Hinds 
was interviewed in New Orleans and impressed the Committee as an excellent 
candidate for a managerial assignment 

3. Mr. Bushnell was appointed as assistant manager at the VA hospital, Dallas, 
Tex., in May 1946. He still oceunies that position and his pérformance as an 
assistant manager has been outstanding. He had extensive hospital adminis- 
tration experience while in service during the last war and prior to that a number of 
vears of hospital experience while serving in the Regular Army. Mr. Bushnell was 
interviewed by the Committee and is considered as an exceptionally fine candidate 
for assignment as & manager. 

!. Mr. White entered service with the VA in Februarv 1946 and was sub- 
sequently appointed assistant manager of the Kerrville Hospital in February 1947. 
His performance in that capacity has been excellent. He has heen interviewed by 
the Committee and is considered as an excellent candidate for assignment as a 
manager. 

5, There is no record of any other candidates having been recommended from 
er sources for this specific position. 
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G. Nomination folders for the above candidates are attached. 
Dr. P. B. Maanvuson, 
Chief Medical Director. 
Per R. E. Ap INs. 
G. H Sweet, 
Assistant Administrator for Personn cc 


KF. W. Kesey, 


Assistant .\ nid? trator for Finance 


I appoint William Ik. Hinds as manager VA hospital at Jackson, Miss. 


Cart R. Gray, Jr. 


OFFICE MEMORANDUM 


UNItTeED STATES GOVERNMENT, 
Way 18, 1950. 
To Administrator 
From: Selection Committee for Managers. 
Subject: Nomination of candidates for the position of manager, VA _ hospital, 
Grand Island, Nebr. 

1. The committee submits the following candidates for consideration for the 
position of manager, VA hospital, Grand Island, in the order of preference 
indicated 

Dr. J. Ralston Wells, manager, VA hospital, Dallas, Tex. 

Dr. Ralph H. Fouser, chief, professional services, VA hospital, Little Rock, 
Ark 

Dr. William W. Fellows, chief of surgery, VA hospital, Aspinwall, Pa. 

2. Dr. Wells has been manager of the Dallas Hospital since December 1947. 
He was previously assigned as manager of the hospital at Jackson, Miss., from 
August 1946 to December 1947. He has an excellent professional background 
and has had considerable experience in medical administration 

3. Dr. Fouser was recently appointed as chief of the professional services at 
the new hospital in Little Rock. Formerly, he was chief of professional services 
in the area 1 ice, Washington, D. C. He has been interviewed by the 
committee and is considered well qualified but it is believed that it would be 
desirable to continue him in his assignment at Little Rock for the time being. 

{. Dr. Fellows is considered as a good potential candidate. However, it is 
not believed that he has had sufficient hospital administration experience for an 





nedical o 


assignment this large. 
5. Nomination folders for the above candidates are attached. 
Dr. P.. B. MAGNUSON, 
Ch ef Medical Director. 
G. H. Sweer, 
Assistant Administrator for Personnel. 
Fr. W. KELseEy, 
Assistant Administrator for Finance. 
I appoint Dr. J. Ralston Wells as manager of VA hopsital at Grand Island, 


Nebr. 
CarRL R. Gray, Jr. 
May 24, 1950, 


VETERANS’ ADMINISTRATION, 
De never, Colo.., Ap ui 14, 1950. 
To: The Administrator 
From: Managers’ Selection Committees 
Subject: Nominations for manager, new VA hospital, Spokane, Wash. 

The committee has considered candidates for the combined position of manager 
and chief, professional services, at the new 200-bed G. M. and 8. hospital, Spokane, 
Wash., and makes the following nominations, in the order of preference indicated 

1. Dr. H. C. Trauba, chief, professional services, VA hospital, San Francisco, 
Calif 

Dr. Trauba was interviewed by the committee in San Francisco, April 17, and 
the committee was very favorably impressed with his background. He has been 
with the agency since August 1928, having served in various responsible capacities 


at Boise, San Francisco VA hospital, and Hines VA hospital. 
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2. Dr. Ralph H. Fouser, chief, general surgery section, Washington area medical 


office. 
The committee interviewed Dr. Fouser in February and considers him well 


qualified for a position of this type. 
3. Dr. George F. Swanson, chief medical officer, VA center, Martinsburg, W. Va. 
The committee has not yet had the opportunity of interviewing Dr. Swanson 
but has no hesitancy in nominating him for consideration on the basis of his record 
in the agency. 
Nomination folders for the above candidates are attached. 
Dr. Paut B. MaGnuson, 
Chief Medical Director. 
F. W. KELSEY, 
Assistant Administrator for Finance. 
G. H. Sweet, 
Assistant Administrator for Personnel 


[ appoint Dr. N. C. Trauba as manager, VA hospital at Spokane. 
Cart R. Gray, Jr. 


May 3, 1950. 


OFFICE MEMORANDUM 


Unirep STatTes GOVERNMENT. 
May 1. 1950 


lo: The Administrator 

Krom: Manager’s Selectio 

Subject: Consideration 0 
manager, VA hospital, Spokane, Wash. 

1. The committee did not have an opportunity to consider the three candidates 
recommended from other sources for the position of manager of the new VA 
the nominations were sent in from Denver due to 
desire that the position be filled as quickly 


n Committee 
f candidates recommended from other sources for 


hospital at Spokane becauss 
the Chief Medical Direetor’s expresset 
as possible. 

2. Since the Posi 
services, it was felt by the committee that only doetors with professional experi- 
ence in the Veterans’ Administration would be saitsfactory for the position. 

3. Mr. Arthur J. Waldron, recommended by Senator Magnuson for the position 


tion is a combination one of manager and chief, professional 


» 
of manager of the hospital, in no way measures up to the qualification require- 
ments for the position because of lack of administrative experience. He could not 


considered even if a layman were being nominated. 





ve 

} Mr Donald Cowl V. recommended by Congressman Horan and Mr Joseph 
i. Hurley, president of the Gonzaga Alumnae Association, is presently assigned 
as assistant manager, GS-13, VA hospital, Walla Walla, Wash. He was inter- 


L7th of April in San Francisco and is considered 
Hlowever, in this instance his services could 
is a combination one requiring a doctor. 


ewed by the committee on the 
qualified for a managerial position. 


tL De utilized beea Ise the position 
5. Mr. John T. Preston, reeommended by Mr. Walter J. Barron, the Lincoln 


Insurance Co. in Spokane, and by Senator Magnuson, was not 


National Life 
considered because of the fact that he is a layman. 
Dr. Paut B. Magnuson, 
( hief Medical Director. 
F. W. KELSEY, 
Assistant Administrator fo Finance. 
G. H. SweEET, 


Assistant Administrator for Personnel 


VETERANS’ ADMINISTRATION, 
Denve , Colo.., April 24 195! 


To: The Administrator 
lf'rom: Managers’ Selection Committe 
Subjeet: Nomination of candidate for position of 


manager, VA hospital, Aspin- 


wall, Pa 
The committee recommends the following candidates, in 
for your consideration as a replacement for Dr. Harold 


indicated, 
who has been relieved as manager at the Aspinwall Hospital: 


the ord r of priority 
R. Lipseomb, 








tare 
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1. Dr. Peter A. Volpe, presently assigned as manager at the VA _ hospital, 
ht, Ll 

Dr. Volpe has formerly served as a branch medical director and is considered 
eminently qualified on his record for assignment to a larger hospital. 

2. Dr. Donald E. Nolan, chief medical officer, VA center, Dayton, Ohio. 


rhe committee has not vet had an opportunity to interview Dr. Nolan, but 
feels that, on the basis of his record in the agenev, he could satisfactorily handle 
eo ten e 
THis positio 


3. Dr. Seymour Fisher, chief, professional services, VA hospital, Fort Benjamin 
Harrison, Ind. Dr. Fisher was interviewed by the committee in Chicago on 
January 12, 1950. 

While Dr. Fisher is well qualified to competently handle this type of assignment, 
it is felt that he would be more valuable to the ageney in a combination manager- 
chief, professional services, position in one of the new, small hospitals. 

Nomination folders for the above candidates are attached. 

Dr. Pav B MIAGNUSON, 
Chief Med cal Director. 
G. H. Sweet, 
Assistant Adm nist ator for Pr rsonnel. 
F. W. KeEtse} 


Assistant Administrator for Finance. 


I appoint Dr. Peter A. Volpe as manager at VA hospital at Aspinwall, Pa. 
Cart R. Gray, Jr. 
APRIL 26, 1950. 


OFFICE MEMORANDUM 


UniTrep States GOVERNMENT, 
April 12, 1950. 
To: Administrator. 
From: Selection Committee for Managers. 
Subject: Nomination of candidates for position of manager, GS-14, Albany 
center. 

1. In view of Mr. C. C. Herrick’s resignation, the committee submits the fol- 
lowing candidates for consideration for the position of manager, GS-14, Albany 
center in the order of preference indicated: 

Edgar C. Brownell, special assistant (Planning), GS-14, V. R. & E., central 
office. 

Henry E. Cox, assistant manager, GS-13, Winston-Salem regional office. 

Charles W. MacEllven, assistant manager, GS-13, VA regional office, Brook- 
lvn 

2. Mr. Brownell is well known to the committee and has previously been rec- 
ommended as a candidate for manager and assistant manager. It is the opinion 
of the committee that Mr. Brownell would make an excellent manager for the 
Albany center. 

3. Mr. Cox has an exceptionally fine background of executive experience in 
government. As you know, he was the Assistant Deputy Administrator for 
branch office No. 5 prior to the liquidation of that office. The committee con- 
siders Mr. Cox to be an excellent candidate for a managerial assignment. 

t!. Mr. MacEliven was interviewed by the committee in New York and im- 
pressed the committee favorably. He has been assistant manager of the Brook- 
lyn regional office since 1946. His experience prior to VA employment reflects 
considerable background as an executive with various private concerns. 


5. Nomination folders for these candidates are attached. 
Dr. P. B. MaGnuson, 
Chief Medical Director. 
G. H. Sweet, 
Assistant Administrator for Personnel. 
F. W. KELSEY, 


Assistant Administrator for Finance. 


I appoint Mr. Edgar C. Brownell as manager, Albanv, N. Y. 
Canny R. Gravy, .Jr. 


May 18, 1950. 
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OFFICE MEMORANDUM 


Unrirep STATES GOVERNMENT. 
To: The Administrator 
From: Selection Committee for Managers. 
Subject: Nominations for the position of manager, VAH, Oakland, Calif. 





1. The committee submits the following ididates for consideration for 
position of manacer, Gs 14, Oakland, Calif., vice Mr | OF U. Herrick Whose 
transfer to the Albany center is effective April Ld. 

John Kane, assistant manager, GS-14, VAH, Hines, III. 

William J. Dann, Jr., assistant manager, GS-13, VAH, Houston, Tex 

W. M. MeCoy, acting director, medical administration, GS-13, Atlanta, Ga, 


2. Mr. Kane is wel! known to members of the committee and is considered by 
the committee to be a very outstanding employee. He has had 30 years of service 


with the Administration and has served the majority of his vears in various VA 
hospitals in responsible administrative and management positions. He has been 
the assistant manager at the Hines Hospital since March 1946 and his performance 
in that capacity has been outstanding. Since Mr. Kane is presently in grade 
GS-14 there would be no promotion involved in his transfer to Oakland, 

3. Mr. Dann was interviewed by the committee in New Orleans and impressed 
the committee as an exceptionally outstanding candidate for a hospital manager 


assignment. Since his employment with the VA in March 1946, he has displayed 
unusual administrative and executive ability in the field of medical administra- 
tion. Prior to his VA employment he had several vears of high level hospital 


administrative experience while in the military service. 
+. Mr. McCoy was interviewed by the committee in New Orleans and impressed 
the committee very favorably both as to his abilities and his personality. Mr. 
MeCoy’s experience is similar to that of Mr. Dann’s. He was assigned as Chief, 
Hospital Operations Division, GS-13, branch office No. 5 from August 1946 until 
liquidation of the branch offices. Since that time he has been acting director, 
medical administration, GS-13, area medical office, Atlanta, Ga. Mr. McCoy 
also had considerable hospital administration experience in an executive capacity 
while in military service. His services have been outstanding since his employ- 
ment with the VA. Nomination folders for the above candidates are attached. 
Dr. P. B. Macnuson, 
Chief Medical Director. 
G. H. Sweer, 
Assistant Administrator for Personnel. 
KF. W. Kesey, 


Assistant Administrator for Finance. 
I appoint William J. Dann, Jr., as manager of VA Hospital at Oakland, Calif. 
Caznu Ri Guar; dr. 
\prit 10, 1950. 


OFFICE MEMORANDUM 


UNITED STATES GOVERNMENT, 
April 38, 1950 
To: The Administrator. 
Krom: Selection Committee for Managers. 
Subject: Recommendation of candidate for the combined position of manager 
and chief, professional services, VAH, Marlin, Tex. 

1. This has further reference to vour discussion of this date with Dr. Magnuson. 
In view of the increased interest shown from different sources, including numerous 
recommendations from outside parties, regarding the appointment of a manager 
for the new Marlin Hospital, the Committee feels that it is advisable to designate 
a manager for this station as soon as possible. 

2. In this respect the Committee is limiting its recommendation to one candi- 
date, namely, Dr. C. R. Miller, who is presently manager of the Jackson, Miss., 
hospital. Our recommendation is premised primarily on the fact that the State 
of Mississippi will soon establish a large medical school which will tie into our 
activities at Jackson very closely. The Committee does not feel that Dr. Miller 
is properly qualified to carry on association with a program of that nature. 
However, he is considered well qualified to continue as manager at another 
station. Dr. Miller’s transfer would be effected at the same grade he now holds. 
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3. In the event Dr. Miller’s transfer is approved, the Committee will make further 
recommendation regarding his successor. 
Dr. P. B, Maanvson, 
Chief Medical Director. 
G. H. Sweet, 
Assistant Administrator for Personnel. 
F. W. KELsey, 
Assistant Administrator for Finance. 
I appoint Dr. C. R. Miller as manager of VA hospital at Marlin, Tex. 


CarRL R. Gray, Jr. 
May 10, 1950. 





OFFICE MEMORANDUM 


Unirep STatTes GOVERNMENT, 
March 8, 1950. 
To: The Administrator. 
From: Selection Committee for Managers. 
Subject: Nominations for the position of manager, VA hospital, Little Rock, Ark. 

1. The committee has considered candidates for the new 500-bed hospital at 
Little Rock, Ark., and submits the following nominations in the order of pre- 
ference indicated 

Dr. Delmar Goode, area medical director, Washington, D. C. 
Dr. Benjamin A. Cockrell, chief medical officer, VARO, Chicago, III. 
Dr. James 8. Glotfelty, area chief, neuropsychiatry, VADO, St. Louis, Mo. 

2. Dr. Goode has been with the agency since 1921, having served in progres- 

sively responsible positions from ward surgeon to manager. He served in the 
position of manager at the VA hospital at Downey, IIl., for 11 vears before being 
appointed branch medical director at Chicago, Ill. At the time of the liquidation 
of the branch offices he was assigned as area medical director of headquarters here 
in Washington. Dr. Goode is a Mississippian by birth and in view of his ex- 
pressed preference for a managerial assignment in that general section of the 
country he is felt by the Committee to be the outstanding candidate for this 
assignment. 
3. Dr. Cockrell has expressed a preference for consideration for managerial 
assignment in the southern part of the country, but it is felt that his long experi- 
ence as a chief medical officer makes him more valuable in his present assignment, 
in charge of the large out-patient service at the Chicago regional office. 

t. Dr. Glotfeltv was rated very highly by the Committee, but it is felt that his 
service can be utilized to greater advantage in the agency at an NP hospital. 
He has been with the agency since 1937 and at all times has been earried in an 
assignment where his excellent training in neuropsvchiatry would be of the 
greatest benefit to the agency 

Dr P B MAGNt SON, 
(’} ef, Viedical D ector. 


G. H. Sweet, 


Adn inist ‘ator for Pe rsonnel 


F. W. KELseEy, 


Assistant Administrator for Finance. 
I appoint Dr. Delmar Goode as manager of VA Hospital, Little Rock, Ark. 
Caru R. Gray, Jr. 


; 


Assistan 


Marcu 10, 1950. 


Congressmen Hays and Norrell have recommended for consideration Dr. 
‘wer who is presently assigned as chief of physical medicine rehabilita- 

tion in the area medical office of St. Louis. Dr. Brewer is 63 vears of age; a 
veteran of World Wars I and IT; a graduate of the Universitv of Arkansas medical 
department. He was engaged in private practice in Hot Springs, Ark. from, 1920 
to 1940 as a general practitioner specializing in obstetrics. Military service was 
in the Army as regimental surgeon, post surgeon, commanding officer of a station 
hospital in Alaska, and later at Fort Story, Va. Dr. Brewer came with the 
Veterans’ Administration 








1 September 1946 and was assigned as manager of the 


VA Hospital at Fort Thomas. He experienced considerable difficulty, particu- 
e serving as manager at Fort Thomas as a result of 
which he was removed, effective December 14, 1947, and transferred to St. Louis 


larilv in publie relations, wh 








MEDICAL CARE FOR VETERANS 33 
branch office as acting chief of physical medicine rehabilitation division. Dr. 
Brewer has not been nominated for consideration on the managerial roster and 
is not considered acceptable as a candidate at ths time. 


OFFICE MEMORANDUM 


UnritTED STATES GOVERNMENT, 
Varch ,, 1950. 
To Administrator: 
From: Selection Committee for Managers 
Subject: Nominations for the combined position of manager and chief, professional 
services, VA hospital, Manchester, N. H. 

1. The committee has considered candidates for the new 1,950-bed hospital in 
Manchester, N. H. and submits the following candidates in the order of preference 
indicated for the combination position of manager and chief, professional services: 

Dr. George QO. Pratt, chief, professional services, senior grade, area medical 
office, Boston, Mass, 

Dr. William A. Jacques, staff physician, office of area medical director for 
auxiliary service, VA central office. 

Dr. Stewart T. Ginsberg, chief, professional services senior grade, VA 
hospital, Marion, Ind 

2. Dr. Pratt has demonstrated excellent administrative ability, ie | 
progressively promoted from lesser positions to that of chief, professional service 


division, Boston area-office. He was interviewed by the Committee recently 
made an exceptionally favorable impression both as to ability and personality. 

3. Dr. Jacques has demonstrated excellent administrative ability. He was 
interviewed by the committee and it is not believed that his professional abilities 
and personality are on a par with Dr. Pratt. 

1. Dr. Ginsberg was interviewed by the Committee and impressed as a man of 
ability and fine personality, however, it is believed that his services at this time 
are needed more at the VA hospital, Marion, Ind., than at the new hospital. 


5. Nomination folders for the above candidates are attached. 
Dr. P. B. Maanvuson, 
Chief Medical Director. 
G. H. Sweet, 
Assistant Administrato , for Personne 
F, W. KELSEY, 
Assistant Administrator, for Finance. 
I appoint Dr. George O. Pratt as manager VA bospital for Manchester, N. H 


CaRL R. Gray, Jr. 


Marca 10, 1950, 


OFFICE MEMORANDUM 


UNITED STATES GOVERNMENT, 
February 15, 1950 
lo: The Administrator 
From: Selection Committee for Managers. 
Subje Ct: Nominations for the position of manage r, VA hospital, Shreveport, La. 


1. The committee has considered candidates for the new 450-bed hospital in 
Shreveport, La., and submits the following candidates in the order of preference 
indicated: 

Durell A. Hiller, manager, GS-14, Shreveport, La., VARO. 

Dr. Fred Bearden, chief, medical officer, Shreveport, La., VARO. 

Dr. Seymorr Fisher, chief, professional services, senior grade, Fort Benjamin 
Harrison, VAH. 

2. Mr. Durell Hiller, presently serving as manager, GS-14, of the Shreveport 
regional office, has been with the VA for more than 25 years serving in various 
capacities in the New Orleans regional office until December 16, 1945, when he 
Was appointed assistant deputy administrator in the Dallas branch, which 
he held until the liquidation of the branch offices He was reassigned to the 
position of manager, Shreveport regional office, upon the death of the former 
manager on Julv 19, 1949, On the Committee’s recent trip to New Orleans Mr. 
Hiller was asked to come down in order that Dr. Magnuson might have the 
opportunity of appraising him through personal interview. 


;OSItior 
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3. The committee feels that Mr. Hiller’s long administrative experience in 
responsible positions in the VA and particularly the fine service rendered during 
the period he served as assistant deputy administrator qualify him particularly 
for a position of hospital manager. 

t. Dr. Bearden has a good record as chief medical officer of the Shreveport 
regional office, but it is felt that his service could be better utilized in the capacity 
of chief, professional services at the new Shreveport hospital. 

5. Dr. Fisher, who has been with the agenev since August of 1946, has had good 
experience and is considered well qualified for a hospital managerial position. 
However, the committee feels that his special medical training could be utilized 
to better advantage by the agency through placing him in one of the small hospitals 
where the manager’s position will be combined with that of chief, professional 
services. In that connection, Dr. Fisher has expressed preferenec for the western 
or southwestern part of the country, and the committee hopes to consider him 
among other candidates for the hopsital manager position coming up soon at 
Phoenix, Ariz. 

6. Since Mr. Hiller is alreadv a manager, the committee has no nomination 
folder for him. However, the official folder is attached along with the nomination 
folder of Dr. Fisher. 

Dr. P. B. Maanvuson, 
Chief Medical Director. 
Per R. E. ApKINs. 
G. H. Sweet, 
Assistant Administrator for Personnel. 
F. W. KELSEY, 


Assistant Administrator for Finance. 
I hereby create a Center at Shreveport and appoint Mr. D. A. Hiller as manager. 


Cart R. Gray, Jr. 

FEBRUARY 27, 1950. 

The records reflect that Congressman Overton Brooks, of Louisiana, along with 
an attorney named Mr. William M. Guice, of Shreveport, endorsed Dr. Bearden 
for the position of manager at the hospital. 

Congressman Brooks also recommended Mr. Dece Watson, of Shreveport, a 
World War II veteran with a good war record for consideration. Mr. Watson 
reported himself as being 31 vears of age but gave no evidence of any experience 
that would qualify him for a hospital managerial position. 

Mr. William K. Hinds, presently assigned as assistant manager of the Jackson, 
Miss. hospital and a long-time resident of Shreveport, asked personally for con- 
sideration for this position. Mr. Hinds was recommended by Dr. Miller, the 
manager, as a candidate for hospital manager position and was interviewed by 
the committee in New Orleans. While the Committee feels that he might be 
satisfactory as a hospital manager, it is not felt that he should be assigned to 
Shreveport because of his many and varied connections which might prove embar- 
rassing to both the emplovee and the agency in his administration of the hospital. 


OFFICE MEMORANDUM 


UNITED STaTES GOVERNMENT, 
January 31, 1950. 
To: The Administrator. 
From: Selection Committee for Managers. 
Subject: Nominations for the position of manager, VA hospital, Memphis (Lamar 
Avenue), Tenn. 

1. The following physicians are nominated for your consideration in selecting 
the manager of the VA hospital, Memphis (Lamar Avenue), Tenn., a 300-bed 
tuberculosis hospital. Listed in order of preference, these nominees are: 

a) Dr. Glen W. Doolen, chief grade; chief tuberculosis section, Washing- 
on, D. C., area office. 

bh) Dr. John Busch, area tuberculosis chief, Atlanta, Ga.; competent 
ian, for whom there is no replacement at the present time. 

Dr. F. W. Ogg. This physician is chief, professional services, Hot 
Springs, S. Dak.: is an able administrator but his administrative experience 
has been in G. M. & 8. hospitals and it is preferable for the present assignment 
that the physician have extensive experience in tuberculosis. 
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2. Dr. Doolen is the most experienced in the hospital care of tuberculosis 
patients. 
Dr. P. B. MaGnuson, 
Chief Medical Direct 
Per R. K. ADKINS, 
G. H. Sweet, 
Assistant Admunistrato for Pe sonnel 
KF. W. KELSEY, 
Assistant Administrator for Finance. 
I appoint Dr. G. W. Doolen as manager, Lamar Avenue Hospital, Memphis, 
Tenn. 
CarL R. Gray, Jr. 
JANUARY 31, 1950 


OFFICE MEMORANDUM 


UNITED STATES GOVERNMENT, 
January 81, 1950. 
To: The Administrator 
From: Assistant Administrator for Personnel. 
Subject: Transfer of Dr. Franklin C. Cassidy. 

1. Dr. Franklin C. Cassidy, manager, VA hospital, Memphis (Lamar Avenue 
Tenn., has recently undergone a major surgical operation. While he is not 
incapacitated for normal activity, he desires a less ardouus assignment than that 
of manager of a hospital. 

2. Accordingly, the Chief Medical Director has requested that your approval 
be obtained for Dr. Cassidy’s reassignment from his present position to a position 
in the Office of the Area Medical Director, San Francisco, Calif., effective March 
5, 1950. Dr. Cassidy will serve as Acting Area Section, Chief for Tuberculosis. 

G. H. Sweet. 





OFFICE MEMORANDUM 


UNITED STATES GOVERNMENT, 
January 4, 1950. 
To: Administrator. 
From: Selection Committee for Managers. 
Subject: Nominations for the combined position of manager and chief, profe S- 
sional services, VA hospital, Minot, N. Dak. 

The committee has considered candidates to fill the combined position of man- 
ager and chief, professional services, at the new VA hospital, Minot, N. Dak. 
Consideration has been limited to doctors in line with the poliev to set up a com- 
bined type position in the smaller hospitals. January 22, 1950, is reeommended 
as the effective date of appointment and the nominees are listed in order of 
preference: 

1. Dr. John B. McHugh, chief, professional services, VA hospital, Outwood, 
Kv. 

2. Dr. B. A. Cockerell, chief medical officer, regional office, Chicago, Ill. 

3. Dr. W. E. Manney, chief medical officer, Wadsworth, Kans. 

Dr. McHugh has been placed at the head of the list, as he is the only physician 
of good competeney who has ‘expressed a desire for a position at this isolated 
station, and realizing the difficulty of managing a hospital in this area, Dr. 
\icHugh is strongly recommended because he has had experience in isolated sta- 
tions. The other two phvsicians, while quite competent, have positions which 
would be very difficult to fill at the present time, were they selected. 

The nomination folders for the above-listed candidates are attached. 

G. H. Sweet, 
Assistant Administrato for Personnel 
Fr. W. KELsey, 
{dministrator for Finance. 
Dr. P. B. MAGNuson, 
Chief Medical Directo 


I appoint Dr. McHugh as manager at Minot, N. Dak. 


Assistant 


Cart R. Gray, Jr 
JANUARY 5, 1950. 
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OFFICE MEMORANDUM 





UNITED STATES GOVERNMENT, 
January 4, 1950. 
To: Administrator. 
From: Selection Committee for Managers. 
Subject: Nomination of canidates for position of manager and chief, professional 
services, VA hospital, Fort Wayne, Ind. 

The committee has considered candidates to fill the combined position of 
manager and chief, professional services, at the new VA hospital, Fort Wayne, 
Ind. Consideration has been limited to doctors in line with the policy to set up a 
combined type position in the smaller hospitals. January 22, 1950, is recom- 
mended as the effective date of appointment and the nominees are listed in order 
ol pretere hee 

i. Dr. Russell L. Hiatt, presently assigned as Chief, Professionale Services, 
Washington area office, Washington, D. C 
2. Dr. Charles F. Bayer, assistant manager, VA center, Los Angeles, Calif. 
3. Dr. D. E. Nolan, presently assigned as chief medical officer, VA center, 
Dayton, Ohio. 

The selection of Dr. Bayer and Dr. Nolan would not be a promotion for either 
as both have positions of greater responsibility at the present. 

The nomination folders for the above-listed candidates are attached. 

CG. H. Sw EET, 
isszstant Administrator for Personnel. 
Fr. W. KELseEy, 
Assistant Administrator for Finance. 
Dr. P. B. MaGnuson, 
( hief Medical Director. 





I appoint Dr. Hiatt as manager at Fort Wayne, Ind 
Cart R. Gray, Jr. 
JANUARY 5, 1950. 


OcTOBER 21, 1949, 
lo: Administrator. 
From: Selection Committee for Managers 
Subject: Nomination of candidates for position of manager, VA hospital, Fort 


} 


Logan, ( O1O, 

1. At the meeting of the « 
position of manager at the VA 
transferred to central office), were considered. 

2. After careful review of managerial prospects, the committee feels that the 


outstanding candidate for this position is Dr. Michael L. Matte, presently 


nmittee vesterdav afternoon candidates for the 
hospital, Fort Logan (vice Dr. Robert L. Cook, 


oT 


serving as chief medical officer at the Wood, Wis., center 
Dr. Matte’s excellent qualifications for this position include, among other things, 


some fine experience gained at the Bronx Hospital in working with Dean’s com- 





mittee teaching and residenev training program 

3. The committee is of the opinion that the appointment at this time of a lay- 

an or a doctor who has had no experience with teaching and resideney training 
program operation would be detrimental to the interests of the agency. 

!. If the unusual circumstances had not been present at this time in the Fort 
ogan case, the committee would have submitted as its second and third prefer- 
for nomination as manager the following emp! 
Dr. Glen Doolen, Chief, Tuberculosis Section, DMS Area Office, Wash- 

ington, D.C, 

Mr. Creighton E. Hays, manager, Denver, VA center 

y The nomination folder of Dr. Matte is attached 


ovees: 


G. H. Sweet, 
issistant Administrator for Personne 
F. W. Kesey, 
Assistant Administrator for Finance. 
Dr. P. B. Maan SON, 
Chief Medical Director. 


; 





or 
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Mr. Gray. I think I would like to explain, if you gentlemen will 
permit me, how managers are ap a today. And I installed the 
system myself. Il am responsible for it. I think when I explain you 
will agree with me that it is correct. 

Senator Morse. May I interrupt, before you do that, as to a 
matter of procedure which has just come to my mind? 

| know my colleagues are desirous of being completely fair in this 
hearing, as | am. | would like to suggest a possible procedure, Mr. 
Chairman, because Senator Douglas has raised a charge or a criticism 
or whatever you want to call it. 

Senator Douauias. | want to find out the facts. 

Senator Morse. I am a great fellow for a bill of particulars. And 
| wonder if, in fairness to General Gray, it would not be proper to 
have the staff, on the basis of whatever we have in our files—and | 
have not seen our files—prepare a list of questions that set forth 
whatever charges have been given to this committee, and present them 
to General Gray, and let him take those charges and prepare a reply 
to each and every one of them. Because I do not know how you could 
make a better record than that—giving him a bill of particulars and 
letting him present his case on them. I think that is fair to General 
Gray. 

Mr. Gray. I am delighted, gentlemen, to answer unequivocally. 
And while you didn’t swear me in, what I am telling is the truth, the 
whole truth, and nothing but the truth. And I am not afraid of 
answering any question that you gentlemen may propound. I am 
equally not afraid to say, and T am delighted to try to convince you, 
that the charges that have been leila: mostly in the public press, are 
as unfounded as anything could possibly be 

I would like to proceed by answering specifically the Senator's 
question. 

Senator Humpurey. May I say that it is my intention, working 
with the staff members here, to prepare a series of observations or 
charges or questions and to present them to General Gray. 

Senator Morse. Fine. 

Senator Humpurey. After we have heard his preliminary discus- 
sion here of his Administration’s policy. Because I have a substan- 
tial folder here of telegrams and letters, and I wanted to digest that 
and to group them in certain categories and then present them to the 
Administrator and have for the record a direct reply, not only orally 
but in prépared statement 

Senator Morse. | think that is only fair to him. I think he should 
be confronted with a bill of particulars, and then he should be per- 
mitted to answer it. : 

Senator Humpurey. Go ahead, General. 

Mr. Gray. I walked into this office 3 years ago with the realization 
that at that time I had 99 new hospitals to construct and 90 new 
managers to appoint. I likewise at that time had 13 branch offices, 
some 70 regional offices, and 4 general supply depots, some 685 
installations in total, in the Veterans’ Administration. My past life 
experience has led me to try to secure an organization that is proper 
to carry out the responsibilities that are imposed and the n to secure 
the very best men that I could secure to head and manage those various 
responsibilities. With this tremendous new group to be appointed, 
| couldn’t hope to learn, in that length of time, who was the best man 
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available out of the 180,000 employees of the Veterans’ Administration. 
And so I proceeded to ask each of the managers of each hospital, each 
regional office, each branch office, and those men here, who are, as I 
call them, vice presidents in charge of departments in the central 
office or general office, saving to them what | have just said to you: 
“You must have in your department, your organization, men that 
you feel have managerial capacity. 1 should like to have you answer 
certain specific questions as to those men that vou care to recommend 
for managerial capacity, and then give any additional information 
that you may like to give in support of your ee 
Many hundreds of those came in, and a committee was formed, 
serve alternately a year, and the first simeiiah e was composed of Mr. 
Sweet of personnel, Dr. Magnuson, and Mr. Kelsey of finance. They 
screened all of these recommendations, and the procedure outlined is 
that that committee then recommends to me for every managerial 
vacancy a list of not less than three nor more than five. They have 
interviewed many of those men themselves. 

\s a result, they produced to me this list (pointing). From that list 
of three—thev never have gone more than three to date—thev have 
recommended one of three men as the best man available for the job. 
From that list | have made my choice and made the appointments. In 
two instances that 1 remember, their recommendations from a paper 
standpoint as to the experience of the men recommended were so close, 
one with the other, that I sent for the two men and interviewed them 
myself and came to my conclusion. So that as a result the medical 
director is not only in on it to the extent that he agrees with and signs 
the recommendation for the ap pointment of every manager of a 
hospital, but he also sits in and recommends and agrees that the 
manager of a branch office or a regional office is likewise the best man 
available 

Now, there are medical activities in the regional offices. There are 
none in the ' present district offices, which handle nothing but insurance 
and death claims. So that the Medical Department is completely in 
on it to the exteat, in each and every appointment that has been made, 
of the recommendation to me that the particular individual is the 
best mar available. Now, after serving 14 months that committee 
has changed, and Dr. Freer is now the representative of the Medical 
Department on that recommending committee—that screening 
committee 

Senator Hit le is the dept ity chief? 7” 

Mr. Gray. That is right, sir, and a very delightful gentleman and 
a very well-qualified gentleman. 

Senator DovGtias. What is all the shooting about? 

Mr. Gray. Wel!, in my statements I have refrained, Mr. Senator, 
from continuing this argument, hoping that it would die out. I have 
stated that the difference between Dr. Magnuson and me is the fact 
that he refuses to accept the present organization and has sponsored 
ita bill which would set up a Bureau of the —— 


and talked abo 
Department, self-contained within itself, including all of the agence 


And im the hosp'tal there is personnel work, there is sibaaihoniiee 
work, there is finance work, there is repair work, construction and 
repair and maintenance. He wants all of that within the Medical 


Senator Humpurey. That is as it pertains to a hospital? 
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Mr. Gray. As it pertains to a hospital. 

Senator Hiitu. And with the Administrator having no over-all 
authority, so far as he is concerned? 

Mr. Gray. Sir? 

Senator Hitt. With the Administrator having no over-all authority? 

Mr. Gray. Only through him. 

Senator Hitt. Well, when you say “through him,” would he be 
subject to the Administrator’s directions, or would he be pretty much 
on an equal plane with him? 

Mr. Gray. It all depends on what the Administrator found out as 
to what he was doing and how much he was told of what was going on. 

Now, if I may explain it, Senator, | would like to explain it in what 
[ think is a simile that will indicate to you my\ feeling. Iam a foot- 
ball enthusiast, and the ooly way to win football games is to have 
team play. And so you employ at a university or elsewhere a coach, 
- he sets up pl Lys, and those plays designate by charts what e singe 

1an is supposed to do. And the play is calculated and planned t 
sont a touchdown each time. As a result, when you get into the 
play, we will say as an illustration that the right halfback goes out 
three paces to the right, and it is his duty to ame out the left end of 
the opposing team. Those plays are charted, they have numbers or 
codes, and you have a captain or quarterback of the team in charge, 
and you go into a huddle before each play and a signal is called. 
Now, you can’t change the play nor the tvpe of play after it has 
been set up. And very frankly, Dr. Magnuson refused to stop talk- 
ing about this separate Bureau, which | cannot agree to, and which 
you centlemen have not set up by law. ‘To that end and to that 
extent he was not willing to play on the team, except as he wanted 
to call the signals. I just simply asked him to retire. That is the 
best illustration that I can make to you, sir. 

Senator DouGias. How many of the hospital managers or admin- 
istrators are medical men, now, and how many are not medical men? 

Mr. Gray. I can give you and will give you that record, but the 
vast majority of them are doctors, although we have several who are 
not. But the appointment of every manager and the transfer of 
every manager has been recommended to me by the Medical Depart- 
nent. 

Mir. Gray later submitted information showing there to be 109 
M.D. managers and 45 non-M. D. managers 

Senator Humpnrey. The other charge that is made, General Gray, 
is that there is more and more encroachment by your—what do you 
call them?—regional and area heads. 

Mr. Gray. There are none any more. 

Senator Humpurey. Well, 1 cannot keep up with the changes 
What is that? 

Mir. Gray. No, that is the change, Mr. Chairman, that I made 
when | discontinued the so-called branch otlice organization. There 
is nothing between the manager, now, and the central office direct 
chain of authority, as illustrated in that chart of organization. 

Senator Humpurey. In other words, using a case that I am again 
familiar with, the Fort Snelling VA operation, with Mr. Banke, has 
no control whatever over the hospital? 

Mr. Gray. None whatsoever. 
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Senator Humpurey. Yet insofar as personnel and finance and 
budget and special services are concerned, at the Fort Snelling 
Hospital, to use an example again, that is under whom? 

Mr. Gray. That is under the manager of the Fort Snelling Hospital. 

Senator Humpurey. It is all under the management of the Fort 
Snelling Hospital? 

Mr. Gray. Yes, sir. 

Senator Humpnrey. What about the Ruskin report of the Hoover 
Commission? 

Mr. Gray. There are in the Administration what are called centers, 
and possibly the most notable one is the one we call Sawtelle out in 
southern California, where we have a domiciliary home and a hospital, 
two types of hospital, under one administrative head. Now, that. is 
known as a center. And in two or three instances we have combined 
a hospital and a regional office, and the closest one to you and the one 
vou may know about personally is Sioux Falls. 

Senator Humpurey. Yes. 

\ir. Gray. Now, that is a center. But the manager of that center 
has identically the same responsibility to the medic ‘al director under 
Circular 16 as has a doctor in a specific hospital that is entirely re- 
moved. 

Senator Humpurey. I am glad vou brought that up, General Gray, 
because that is one of the worries that the competent medical people 
have, that there will be more and more of this development of center 
tvpe of operation. 

Mr. Gray. No, sir, that is not necessary at all, and their worries are 
groundless. If it is justifiable for a consolidation, it will be effeeted 
satisfactorily to all. If there is not a justification for the consolida- 
tion, there will be not be any. 

Senator Humpurey. Well, there is the inevitable tendency, in any 
department, and I speak particularly of Government, though | 

ippose it is true of business too, to centralize the authority. If vou 
have a hospital unit, a large hospital, on the same location or within 
the same community as vou have a large VA establishment other than 
a hospital, and vou have a hospital manager with relative autonomy 

the hospital field, in the medical-care field, and then you have a 
director over here in charge of the rest of the Veterans’ Administra- 
there is a tendency for one to trv to encroach upon the other. 

\ir. Gray. May I illustrate? Do you mean the so-called business 

nager type of authority? 

Senator Humpurey. Yes. 

\ir. Gray. Well, some of the best hospitals in the United States 

n and run and operated by business managers. 
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Senator Humpurey. | wonder if I have made my position clea 

Mr. Gray. I think vou did, sir. 

Senator Humpnrey. I mean where you have two heads. 

Mr. Gray. Lunderstand. The question that I put to vou and the 
point that I make without fear of successful contradiction, sir, is that 
from the standpoint of the care of patients the Director of Medicine 

Veterans’ Administration and the doctor who may be the 
ger or may be the chief medical man in the bospital when the 
spital is naged by a layman, known as the chief of professional 


s es, 1S supre! n the care of the patients. And never as long 
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as Carl Gray and Joel Boone are in the Administration will anything 
other than that be possible. 

Senator Humpurey. Well, | have expressed to you privately, and 
[ do it publicly for the record, my confidence in your ability as the 
Administrator and your integrity in all that you have stated here as 
policy. I wonder, General Gray, if it would not be desirable to hav 
brought in at some future date a few of these top people in the medical] 
field, of the deans’ committees, to sit down around this table with this 
committee and yourself and just go through this in executive session 
so that we will have a full clarification. In other words, here is just 
a little sample of the materials that | have coming in, and these are 
letters not from patients or from residents but from top people in the 
medical field that have been associated with your program. [I wonde1 
if it would not be good to get this resolved around the table, wher 
aa is legislative participation, here, Because, vou see, there is 
this legislative question involved, which you have pointed up very 
well. I mean, Dr. Magnuson has had a particular point of view 
And, as you have said, he has campaigned for that point of view, 
—— the established law and the policy of your administration. 

Mr. Gray. That is correct, sir. 

Senator Humpurey. And | can see good reason for your action. 
Now, all I want to get clear, not only for myself but for the public, 
for the patients, for those that are participating in this splendid 
medical program, is a policy that has been fully discussed by all parties 
that might be interested. 

For example, it is entirely possible that somebody could come to th: 
Congress and get a bill up here and really upset the program, if there 
is too much commotion and confusion generated by happenings. | 
prefer that we operate in this committee in a very systematic way from 
a sober and reflective point of view. 1 mean, | am not interested in 
having a lot of public notice about this. It is primarily an interest in 
seeing to it that the policy is clear-cut and that all participants under- 
stand the policy. 

Mr. Gray. May I point yp two additional things, Mr. Chairman? 
I have, on the staff of the Veterans’ Administrator, a senior medical 
and surgery advisory committee. The Chairman of that is Dr 
Charles Mayo of the Mayo Clinic. He has on his committee the 
outstanding and, shall we say, leading specialists of the country. In 
addition to that, the Medical Director has two committees. On: 
of them is known as the Consultants Committee; the other one is 
known as the Consultants Committee-Neuropsychiatric. In addi- 
tion to that there is this committee from the AMA, the Association of 
American Medical Colleges,.a committee of deans of medical schools, 
in which Dr. Hinsey, if | remember the name correctly, who is the dean 
of the Cornell School of Medicine in New York, is a member, and a 
doctor from Chicago whose name slips my mind now, is the secre- 
tary. That committee of educators or deans of medical schools, who 
are assistants and helpers in this program, immediately became weary 
or “leary” possibly is the better word, of this picture. And several 
of my close friends in the medical profession, Dr. Mayo, Dr. Leonard 
Rountree, who is the senior consultant of the American Legion’s 
medical committee, and who ts a long time friend of mine, and even 
my own brother, Dr. Howard K. Gray, said to me, “Carl, I think 
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that if you will write those deans and indicate to them what the 
situation is, they will understand.” As a result, I did write them a 
letter, and L will be very glad to give you a copy of that letter for 
your record. I have received, I should say, 75 percent returns from 
the deans of those universities. And may it also be known to you 
that | am leaving tonight for Chicago to meet with that deans’ 
committee 

Senator Humpurey. Good. 

Mr. Gray. | am doing so at their invitation, when their friends 
suggested that 1 come. And I am very happy to accept 

Senator Humpurey. | am happy that vou are going. I think that 
vill be verv helpful. 

Mir. Gray. May I likewise give the committee the benefit of this 
information: That | emploved about a month ago, and they are at 
work, an outstanding managerial survey organization, that of Booz, 
Allen & Hamilton, one of the outstanding management survey com- 
panies in the United States. They are today engaged in a completely 
positive, detailed, survey of the organization ad “the procedures under 
which the Veterans’ Administration is operating. And based on their 
recommendations there may be some changes. 

Now, | have assured the medical profession that they will be given 
full and complete opportunity to say to this survey team all that they 
have to say in support of their feelings and contentions; and I have 
said, further than that, that one of the reasons if not possibly the 
main reason that [| chose this part ticular firm is that they have had 
more experience in surveying large hospitals for their clients than 
anv other one of the tvpe of firms of the same nature. Now, it would 
appear to me that with that coming up, possibly we should wait 
until they have shown what they think is right and proper. 

Senator Humpurey. Before vou make any administrative reor- 
Panization 

Mr. Gray. I would intend to make no changes until that report is 





Senator Hitt. When will you have that report, General, do vou 
think? 

Mr. Gray. It was to be complete ithin 12 or 14 months. That 
would be, | should sav, about a vear from now And I have told 
the leading partner, who is the partner in charge of our work, Mh) 
Erich, that I would like to have him eet into the medical side of 
ul organization first, bv virtue of this thing that is rong on now, 


They make me, shall we sav, preliminary reports monthiv; and as 


soon as | have som«e thi Yr dehinite on which to make a recom imenda- 
on to vou or to show vou what their recommendations are, | would 
se to bring it to vou. , But I think it would be more opportan if 
\ wait tha We will ¢ n und ul ind a foundation on the 
\ Dik and we w Gg t in better shape than if we were to 
d by just trving to pick it ou Then. after vou have seen tha 
s W to call other witnesses i cht I want the thing 
) | | iN | im right, o | W 1} l wha i am a ning 
K l have got some awl lly rood advice in domg what | am 
Y l have go he best adv hat I can get 
oll » be a Te ncees oO ODINnLO hy “ ] me! Bu 
s right is going to prevail as far as ( G s concerned 
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—— medical care to the veterans of this Nation than Tam. But 
by the same token there are some things that are practical and proper, 
and there are some things that are entirely theoretical. And experi- 
ence and success are what, i In my language " provide the answer to the 
problem. 

I suggest to you, sir, that as soon as IT have a preliminary report 
on the organization of and the operations under the medical depart- 
ment as it is a part of the Veterans’ Administration, I then advise you 
and go over that with vou, and from that you may determine that 
vou will want to go further into the picture. May I offer that 
suggestion? 

Senator Humpnrey. I am happy that vou did. T want to have an 
opportunity when you are through with vour observations to talk 
with Senator Douglas and Senator Hill, who are still with us, as to 
how we should proceed. I shall communicate with you and let vou 
know what we decide on it. But, as I said to vou personally, I wanted 
to have you have the opportunity to come in here and make your 
statements as to policy and your own observations on this whole dis- 
turbance, and to give us a chance to know directly from you just what 
you have in mind. 

Mr. Gray. I think possibly, gentlemen, there is an old saying that 
is, shall we say, factual, that ‘‘A sealded cat is afraid of cold water. 

I can’t conceive, with all candor, how anyone can look at the life of 
Carl Gray and Joel Boone and feel in the slightest degree that there 
is going to be permitted to be anything that in any degree does other 
than try to improve the medical care of veterans under the responsi- 
bilitv of this Administration. That is the thing I don’t understand. 
That is the reason that I have said to you that I would like an oppor- 
tunity to convince you and your fellow members of your committee 
that as far as Carl Gray is concerned there is going to be permitted 
no opportunity, in any way, shape, manner, or form, for anvone to 
do other than improve wherever possible the medical care of patients. 

Senator Humpurey. That is a very convincing statement. 

Mr. Gray. That is God’s fact. 

| talked to Joel Boone this morning. He is entirely content with 
the set-up and the delegation of authority which is his, by me, and | 
know that he can and will superbly carry forth the medical program 
of this administration. 

Senator Humpurey. Do you have any questions, gentlemen? 

General Gray, I want to personally thank you on behalf of the com- 
mittee for your appearance here. There have been some materials 
asked for in terms of questions by Senator Douglas. 

Mr. Gray. Which, when I get the copy of the transcript, IT will 
furnish. 

Senator Humpurey. You can furnish that for the record. 

Mir. Gray. Yes, sir. Everything that was asked for is availa 
but I have only original copies, and I will have to make duplicates 

Senator Humpurey. This letter of January 23, 1951, on the subjec 

the deans’ committees will be inserted in the record. 

The letter referred to follows 

JANUARY 23, 1951 

My Dear Dr. : Several members of deans’ committees have indicated to 
me that they fear there will be a lowering of medical standards in the Veterans 
\dministration because of Dr. Magnuson’s departure. 
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I know that except for myself, no one could have a more vital interest in the 
continuing success of this program than you have. The cooperation between 
“teaching medicine’ and the Veterans’ Administration, which resulted from the 
deans’ committee plan, has raised standards of medical treatment for veterans to 
levels which are unsurpassed and at the same time opened new opportunities for 
the medical profession to broaden its service to humanity. 

I want to assure you that I have not now, I have never in the past, and I can 
conceive of nothing that could in the future cause me to do anything that would 
interfere with a cooperative program that is bringing such great benefits to Ameri- 
can veterans and to American medicine. 

The differences of opinion between Dr. Magnuson and me, which led to his 
leaving, involve broad principles of administration and organization rather than 
medical policies, programs or practices. 

The Veterans’ Administration is established by law as an integrated agency 
having one head under which all of the various services function. Auxiliary 
services, such as personnel, finance, mail, and reeords, and other administrative 
functions are set up to serve all of the benefit programs. 

This organization is established by law. It is my opinion that it is an efficient 
and economical plan of organization. Dr. Magnuson believes that the Depart- 
ment of Medicine and Surgery should be set up as a separate bureau, responsible 
to the Administrator in only the most general manner and having all ancillary 
functions contained in the bureau. It is on this question that we came to the 
parting of the ways. 

Admiral Boone, who has accepted the appointment to succeed Dr. Magnuson, 
has the highest standing in his profession, and he has already said that it will be 
his poliev to continue the deans’ committee plan to assure the same high quality 
of medical care that has been rendered veterans in the past I assure vou he will 
have my full support in this. 

With kindest personal regards, I am 

Sincerely yours, 
Cart R. Gray, Jr., Administrator. 

Senator Hitu. Let me ask you this question, before General Gray 
leaves, gentlemen. Naturally, you never have a meeting of a com- 
mittee around here, particularly a committee of this kind, when you 
don’t have a dozen or two dozen newspaper people asking about it 
They will be calling General Gray before he gets back to his office, if 
they are not standing outside of that door now. They will be calling 
vou and Senator Douglas, and they will be calling me. I was wonder- 
ing if it was agreeable to everybody else if we might just leave that to 
the chairman. 

Senator Humpurey. | would like to say in reference to this that | 
have tried to be quite circumspect, and I believe General Gray wil! 
agree with me, as to what we are trving to do here. | am not inter- 
ested in personalities. And I think that we ought to say that we are 
making a review and we have started out by getting a factual review 
of the administrative organization as it pertains to hospital and medi- 
cal care and a statement of policy on the part of the Administrator of 
the Veterans’ Administration as to the medical care, and that that 
policy, as stated by the Administrator, conforms with the established 
policy that has been carried on under the existing program of deans 
committees and medical care in the VA. 

Mr. Gray. That is right. And I wonder if you would be willing to 
say this, Mr. Chairman: that vou are satisfied from what vou have seen 
that there is to be under no circumstances a change of poliey which 
will in the slightest degree minimize or lower the medical care of 
patients, 

I hope I have convinced you that that is the truth. And, if I 
have convinced you, I think it would clarify a lot in the minds of 
many people if you would say that. 
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Senator Humparey. Well, | want to be very candid with vou, 
General Gray. There are a number of people that have asked to come 
n and talk to us. That is a question I want to bring up to my 
olleagues here. And I want to talk to them privately about what we 
ought to do, how far we ought to go with this thing. As far as | 
am personally concerned, | am convinced by vour statement that vou 
have a firm desire and a firm attitude in continuing the kind of medical 
are Which is now under way, or improving it. 

Mr. Gray. Or improving it whenever possible. 

Senator Humpurey. | do feel, however, that in this sort of area 

controversy the best w ay to make that policy manifest and to 
make it clear is to listen to people who feel that there is some difference 

opinion, or that there is some different policy. 1 am not saying 
that we are going to go ahead with that. I want to discuss this in 
very, very executive session with my colleagues. But I can assure 
vou that any statement that may be made will not in any wise jeopard- 
ze the program on which you have entered. 

You have made a very fine statement here this morning. So, if 
vou = just rely on my good judgment on this, | will rely on yours. 

Mr. Gray. May I say that if anyone asks me what happened here 
today I am going to simply say that I explained to the committee the 

policy of the Administrator and his declared declaration that under 
no circumstances has he any thought of minimizing or permitting to 
lowered the medical care of veterans, and that he feels that he has 
secured the best men in the United States to carry out the medical 
program for the veterans 

Senator Humpurey. | think that would be the substance of my 
statement in reference to your position on this. I feel at this time, 
General Gray, that | am not in a position to take a position. Let 
me put it that way. I mean, because of my personal knowledge of 
vou and of your experience, | accept vour statement as one of integrity 
and of honorable purpose. But 1 would like to leave it that way at 
this time. 

We have heard from you, as vou have stated just recently, what your 
policy is and of your firm desire to improve that policy and to expand 
the program. 

Whereupon, at 11:20 a. m., the committee recessed subject to the 
all of the Chair 
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SPECIAL SUBCOMMITTEE TO INVESTIGATI 
VereraANs’ AbpMINISTRATION Poxicies Wrru 
Respecr ro Hosprran ADMINISTRATION OF THE 
ComMITTEE ON LABOR AND Pusiic WELFARE, 
UnireD STATES SENATE, 
HW ash ington, 2). ( 

The subcommittee met at 10 a. m., pursuant to call, in the old 
Supreme Court room, the Capitol, Senator Hubert H. Humphrey 
chairman of the subcommittee) presiding. 

Present: Senators Humphrey (chairman of the subcommittee) 
Hill, and Morse. 

Senator HumpHrey. Dr. Magnuson, the newspapers I am sure 
have carried some indication of what the purposes of these hearings 
are. Also, by our letter to vou, our communication, you know that 
what we are interested in is ascertaining the development of the 
medical policy of the Veterans’ Administration, particularly during 
the period of time that vou served as the Director, I believe, of 
Medical Services. Is that correct? 


STATEMENT OF DR. PAUL B. MAGNUSON, FORMER CHIEF MEDICAL 
DIRECTOR, DEPARTMENT OF MEDICINE AND SURGERY, 
VETERANS’ ADMINISTRATION, WASHINGTON, D. C. 


Dr. MaaGnuson. That is right, si 

Senator Humpnrey. We are also very interested in finding out, 
from your point of view, whether or not these policies as developed 
under Dr. Hawley and yourself are now in the process of any change 
oralteration. Needless to say, we are concerned about the relationship 
of the deans’ committees to the hospital and medical program of the 
Veterans’ Administration and as to whether or not vour leaving the 
Veterans’ Administration is any indication of a change of policy. 

| wanted to give vou that background, because I think it is fair to 
sav that we are not going to delve into the personalities involved. 
We are, however, very concerned that the kind of program of the 
medical polieyv which has been developed since 1947, L believe, up 
through Dr. Hawley’s and your administration, continues, and in fact 
that it is implemented, expanded, and developed. Therefore, the 
committee is trying to ascertain whether or not that poliey will 
continue, 

Now, with that, I think we should ask you to proceed with your 
testimony, and we will take the liberty of saints questions, possibly, 
as you go along. 
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Dr. Maanuson. Mr. Chairman, I have prepared a statement largely 
from information in my own private files, from personal copies of 
letters that | have written, and some letters that I have received. 

This statement is boiled down as much as possible, so as not to 
occupy more time than necessary. 

First, I want to thank you, gentlemen, for the opportunity to appear 
before this subcommittee to present my views on the policies and 
practices of the Veterans’ Administration relating to medical care and 
hospitalization. 

| can answer the question on the policies of the Veterans’ Adminis- 
tration medical program simply and positively. As you know, my 
position has always been that of providing the best possible medical 
care to our veterans, and I have tried never to compromise with 
anything that I believed might weaken that policy. I know of no one 
who has ever argued with that position. 

This policy, however, means nothing unless the practices of the 
Veterans’ Administration are designed to make it effective. These 
practices or operations spell the success or failure of this poliey. In 
my 3 vears as Chief Medical Director of the Department of Medicine 
and Surgery, my major concern was to see that this policy was really 
carried out; that it was not defeated in part or in whole by bad 
prac tices. 

[t makes little difference whether the practices followed are estab- 
lished by law or established administratively. Whichever method is 
used is of no particular importance provided full recognition and 
participation are given to medical judgment. In other words, the 
quality of leadership brought to the positions of both the Adminis- 
trator of Veterans’ Affairs and the Chief Medical Director of the 
Department of Medicine and Surgery must include the spirit of coop- 
eration or the American veteran will suffer. The care of the veteran 
at the bedside is always affected by the practices which govern the 
furnishing of that care; therefore, it is almost impossible to make 
any comple te separation of bedside care and over-all administration. 
A hospital is not just a building containing a number of departments 
which provide separ: a segments of medic al care without reference to 
each other. Rather it is an institution providing on a highly inte- 
grated basis a single oni product—medical care—which requires an 
understanding of how the many separate segments must be joined 
together. The Chief Medical Director with his professional staff is 
the one best qualified to provide that understanding and join together 
all the segments needed for the best possible care of the veteran. 

[ want to say right now that General Gray and I have never dis- 
agreed on the tine subject of good medic al care, but we have not 
always agreed on the practices which are needed to provide that good 
medical care. Such disagreements are not due to any mere question 
of personality, either between us as individuals or between doctors on 

the one hand and laymen on the other. 

Since the subcommittee has been kind enough to ask for my views 
on Veterans’ Administration practices which I believe adversely affect 
the quality of care given veterans, I will try to review my experience 
as briefly as possible for vou. 

I came to the Veterans’ Administration in the fall of 1945, at the 
specific request of Generals Bradley and Hawley, who gave me as an 
assignment the job of taking whatever steps were necessary to improve 
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the quality of medical care and hospitalization. After careful study, 
I made my recommendations as to what was needed, and although 
not all my recommendations were accepted, for either statutory or 
administrative reasons, nevertheless, I had their full support in setting 
up a program which raised medical care and hospitalization to the 
highest level attained by any institution in this country. Generals 
Bradley and Hawley both recognized that medical care and hospital- 
ization consisted of more than just bedside care. They saw to it 
that the Medical Department participated not only in those matters 
which directly affected medical care, but also in those which had less 
direct effect on medical care. 

I took office as Chief Medical Director 2 weeks after General 
Gray assumed the position of Administrator. During a period of 
several months thereafter, General Gray stated that he was just 
familiarizing himself with his position and would postpone major 
decisions until after he had visited every VA installation. About 
3 months after assuming office, General Gray left on his extended field 
trip which lasted for some 9 months, during which time my only 
contacts with him were either by letter or for only a few minutes at a 
time when | met him somewhere in the, field or saw him during his 
infrequent and short visits to the central office. Throughout this 
period there was no opportunity for the face-to-face discussions so 
vital to the making of major decisions. At the same time, however, 
during his extended field trip and without consulting the Chief Medi- 
cal Director, General Gray began to take actions which directly o1 
adits ctly adversely affecte 1d medical care. For example, while making 
a brief inspection of our hospitals at Livermore and San Fernando, 
Calif., he ordered the animal cas at both stations closed, having 
no idea that these animals were necessary for the diagnosis and treat- 
ment of tuberculous patients. At Waco, Tex., a building from which 
we had evacuated all patients to permit construction changes to make 
it suitable for neuropsychiatric patients—also suffering from tuber- 
culosis——was arbitri arily ordered by him to be put back - use, even 
though the lack of facilities in this building had pre iously been deter- 
mined dangerous to the health not only of the patients, but of th: 
nursing staff. 

| have the documentary evidence on this here in these folders. 

Senator Humpurey. May | interrupt just a moment? 

Would you suggest, gentlemen of the committee, that we includ 
that documentary evidence in this record? Or what is your feeling 
on that? 

Senator Hitt. You do not know of any reason why it should not 
go in the record, Doctor, do you? 

Dr. MaGnuson. This is all documentary evidence of what I am 
saying. 

Senator Humpurey. Then may we say that at this point in you 
prepared remarks we will include the documentary evidence as you 
have cited it to substantiate the charge which you have made here’ 

Senator Hi... Why not cite it at this point and let it follow imme- 
diately the statement? 

Senator Humpurey. Yes. We will cite it at this point and let it 
go into the record immediately following your testimony. 

(The doe umentary evidence referred to appears at the end of Dr 
Magnuson’s testimony.) 
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Senator Humpnrey. You may proceed, Doctor. 


Dr. Magnuson. These actions were taken without the prior 


knowledge of the Medical Department. General Gray took them 


either on his own initiative or on the advice of some other member of 


his staff in no way qualified to express an informed judgment on over-all 
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lical poliey. These are only a few of many examples. And | 


will submit these manv additional examples 


| 
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enator Hitt. You will submit all that vou have there? 
Ir. MaGnuson. Yes: I will leave them all. 
his practice has continued from that day to this. The point is not 


that these decisions, good or bad, were made, but rather that they 


were made without the knowledge or participation of the Chief 


Medical Director, and in most cases I was informed of them only 
through the back door, frequently long after the action had been 
taken 

Senator Hiii. Just a moment, if I may ask a question there. Go 
back for a minute to these animal houses. 


al 
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ow, had these animal houses been put there on the orders or 
ction of the Chief Medical Officer? 


Dr. MaGnuson. Yes, sir; they were put in by design, and they are 


for smal! diagnostic animals. As vou know. we have to have guinea 
pigs and other smal! animals in TB hospitals to make diagnoses and 
tests of sputum. and so 0 

Senator Hitt. And they were directly under the jurisdiction and 


authority of the Chief 


ordered them discontinue: 


ee oe 


ledical Officer at the time that General Gray 
1; is that right? 


Dr. Magnuson. Yes, sit 


Ser 


nator Hitt. Had the Waco hospital or the building at Waco been 


‘ losed oO! raer Ot th Ch ef Medical Officer? 
Dr. \Milagnuson. It had been closed on recommendation of the 


“il Department. The Neuropsychiatric Department had sur- 
\ that particular hospital! That is a psychiatric hospital. 

se or Hitt. Did that reeommendation pass through the Chief 
edical Officer on to the Administrator? 


WW: 


H Or at st tl Chief Medieal Officer had approved 


of the chief of the neuropsvchiatric 


MiaGnvson. Yes. sit And the action had been completed. 
sent from that building to Temple, Tex. They 
Tem He went down to visit this hospital and 
his building emp | don’t know who told him that they 
is. This building was waiting to be revised or 
1use we considered it unsafe and unsanitary 
ts back there, and authorized on 
: to <e care of those patients 
Morse. W the patients put back, Doctor? 
\ NuUson. | thn { \ put back at that time Now 
S . ] x we Bi I 
< . | ! Whethe 
Morse. At a » Weidaine 
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Department for housing the patients, then the result of such an order 
was to place patients in facilities which, in the judgment of the medical 
authorities of the Veterans’ Administration, was not in accordance 
with their best medical interests? 

Dr. Magnuson. That is right, sir. And I would like to state here 
that I haven’t the figures but the committee, I am sure, can get them 
by asking, and the figures will show that they were paving almost, | 
think, $3 million compensation a vear to employees of the Veterans 
Administration who had contracted tuberculosis on duty. And that 
is an awfully high percentage. 

Senator Humpurey. Do vou attribute that in part to lack of proper 
facilities and in part to lack of proper sanitation? 

Dr. Magnuson. That is true. Both factors are responsible. Now, 
take Des Moines, for instance. We tried and tried and tried to get a 
new laboratory and a new arrangement for a morgue in Des Moines, 
lowa. We were at it for months. We finally had two patients come 
down with TB. Finally, we got what we were after, because I went 
to the Chief of Construction and the Administrator and said, ‘“ Now, 
here. This is just going to raise the devil. We are jeopardizing the 
health of our people. This is what has happened.” Well, then we 
got it. But the Medical Department never had any authority or 
apparently any influence to get these things done when it was neces- 
sary to get them done for medical reasons. I will give you some more 
of these examples later. 

Senator Humpurey. In other words, you had to wait until there 
was a time of catastrophe or calamity until you get the remedial 
measures under way? 

Dr. MaGnuson. Sometimes. But there was just delay after delay, 
for reasons that you just couldn’t put your finger on. There is a 
whole pile of examples of this sort of thing here. 

The result of all this was that much of my time was spent not in 
developing the medical-care program but in the time-consuming 
process of correcting arbitrary or unwise decisions or decisions based 
on inadequate information which adversely affected the medical-care 
program. On the other hand, many decisions which I requested be 
made were either not made or were postponed for a long period of 
time, causing complete uncertainty as to our position. 

| believe it unnecessary for me to take up your time describing the 
effect of these actions—or inactions—on the morale of the Medical 
Department, nor to what extent they shook the confidence of the 
Medical Department in the Administrator’s understanding and sup- 
port of the medical program. Considered separately, these incidents 
could be discounted as minor, but they occurred with sufficient fre- 
quency to create an atmosphere of uncertainty, tension, and low 
morale, and led me to ask on many occasions for a clear definition of 
my responsibilities as Chief Medical Director. The Administrator 
never clearly defined my responsibilities, in spite of his repeated 
verbal statements to me that he intended to do so, as well as his 
assurances to me that | would be given whatever authority was neces- 
sary to maintain the high standard of medical care previously estab- 
lishe d. His failure to do so added to the gener ally fau Ity c ‘oordination 
of the medical program with other VA activities. 

Well, now, maybe that is stretching it a little bit, because I do 
have a letter here which intends to define my responsibilities. It 
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starts out with the supervision of VA medical activity in the field. 
The first page of it is concerned with area medical directors’ responsi- 
bilities. In order to save my voice, and because I seem to have an 
inability to read this thing and make it intelligible to myself, I wonder, 
Senator, if I could ask Mr. Reidy or one of vour other gentlemen to 
read it. If vou prefer, the first page can be read. 

Senator Hompnrey. We will incorporate the whole statement into 
the record, the first page as a printed statement, the other as a verbal 
Statement. 

Dr. MaGnuson. This was written and signed by General Gray on 
February 22, 1949. That was just about a vear after he came in. 
It was signed by him and dictated by him and bears the initials 
“CRG/g/eab.”’ I don't think the first page has to be read. It can 
be inserted in the record. It is this letter that attempts to define my 
responsibilities. 

(The unread first page is as follows 

FEBRUARY 22, 1949 
{Confidential] 
To: Chief Medical Director. 
From: The Administrator 
Subject: Supervision of VA medical activities in the field 

[ had anticipated being able to talk to you vesterday or today, but now it 
appears that it will have to be the first of next week unless we can do it between 
now and Friday night. 

I have given very careful thought to vour organizational plan as contained in 
vour letter of February 11; and, basically, [ am agreeable to the establishment. of 
an area supervisory office in the Medical Department in each of the locations of 
New York City, Washington, D. C., Atlanta, Ga.; St. Louis, St. Paul, and San 
Francisco, and to have areas supervised from those offices as shown on the map 
which was attached 

Now, with respect to paragraph 2: I should like to know in detail what vou 
consider to be a sufficient staff to carry on all of the activities pertaining to the 
Department of Medicine and Surgery in that particular area. You state that it 
will be essentially the same as the branch medical directors’ present duties and 
responsibilities, but I do not think vou mean just what you say, for in the next 
paragraph you ask: ‘“‘In addition to those functions previously performed by the 
branch medical directors, it is recommended that all requests for alterations, all 


requisitions for equipment and supplies, and all similar items relating to the care 


and treatment of veterans originating at field stations be routed through area 
medical directors prior to submission to central offic That I do not under- 
stand, and it will be necessary that we discuss that more at length before I care 
{oO pass on if \s far as the appointment of the area medical directors is con- 
cerned, that is a matter that rests entirely with vou unless what you should desire 
to do is specifically contrary to some civil-service or other law which I have the 
authority to discount; and, if so, your choice will be approved by me as far as I 
have the authority to do it. 


Therefore, the next thing I would like to have you do is to give me an organiza- 
tion chart and a personnel picture incident to these six areas under the area- 
medical-director set-ups, indicating what the positions are and what the appro- 
priate salary bracket shall be; as far as the civil-service employees are concerned, 
the appropriate classification for them and approximately how much space you 
feel vou require for this office set-up; also what changes this makes in yout 
requirements in personnel and space in central office. I would like to see an 
organization chart on this. 


Mr. Rerpy (William G. Reidy, committee staff member). [ will 
begin reading at the top of page 2: 


Now, I feel that this is the appropriate place to indicate my best judgment as 


+ 


to your responsibility in connection with the matters that we have been discussing 

r several months in connection with what is the difference between medical and 
surgical eare and over-all responsibilities incident to the operation of a hospita 
of a regional office in which there is an out-patient clinie. It is my judgment that 
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the relstionship which should exist as between the operating head of a hospital 
and the medical director therein, the regional office manager and the medical 
director therein, and the head of a domiciliary home and the medical director 
therein should be identically the same as exists between you and me, namely, 
that you are my medical director and that vou provide the manner and actually 
carry out by direction all of the responsibilities which cover the medical care of 
patients. There are certain limitations imposed upon the Administrator by law 
wr by lack of funds which sometimes does not permit providing all of the facilities 
and the opportunities desired by the Medical Department in the professional care 
of patients. In the past it has been, and in the future it shall continue to be, that 
vhen you want something, if Iam in a position to grant it and it answers the final 
suery, Will it help make sick men and women well more quickly, and I am in a 
position of authority or with funds to provide it, it shall be provided, and when 
| am not in a position to provide and cannot secure the authority to provide it, 
but I agree with it, onlv for the reason of lack of funds or inabilitv to secure funds 
to provide it, it is simply a case of being able to sit down with vou and tell you 

at under such circumstances we will have to forego it or postpone it The 





same 
ationship should exist as between the operating head of a hospital] and the 
medical direetor therein, 

In the allocation of funds and in the arrangement of the hospital and the 
handling thereof, the care of patients is the main and whole purpose of that 
nstitution, and since the medical director who is the professional who knows how 
o carry out the best treatment for patients, it shall be the duty of and t} 
sponsibility of the operating head to provide such facilities, personnnel, and 


e Te- 


qa ar 

rangements as are in keeping with the policies set down by the Administrator 
sofar as such authority delegated will permit. On the other hand, if sufficient 
authority has not been delegated there, then the differences of opinion and of 
action should be presented by you to me and a final decision will be made. In 


the professional care of patients it would be my opinion that the Medical Depart- 
ment be recognized as being departmental and that the question of the care of 
patients as to authoritv to communicate be such that the medieal director in the 
hospital may communicate directly with you on such matters and you communi- 
eate direetlv with him equally on such matters 


The relationships as existing between the medical director, the operating head 


f the hospital and the newly created area medical director is that those area 

ss and 

your desires in the professional care of patients. It is my desire that they have 
sh 


nothing to do with other than the professional care of patients but that they be 
vholly and solely professional physicians and surgeons covering wholly and solely 
he question of the professional care and treatment of patients. In this manner 
the final decisions as to how hospitals are to be run as well as regional office out- 
vatient clinics, rests as provided by law with the Administrator, but because the 
Administrator is not and should not be a recognized registered, qualified medical 


xedical directors are your eyes and your voice in carrying out your wishe 


I 


ian, it would be his responsibility to provide himself with a medical director in 
hose professional judgment he has every confidence and places the matter of pro- 
fessional medical and surgical care of patients wholly in his hands restricted only 
by lack of money to make some possible programs impossible of accomplishments. 
In round figures, then, the operating head of a hospital of a regional office should 
provide the facilities for and support the approved program for the care and treat- 
ment of patients. In that manner he becomes the landlord, as it were, wholly 
dedicated to make sick men and women well more quickly, and it would be his 
obligation, and I shall see that he fulfills it, to provide all the necessary services 
supplementary to and necessary for the medical care of patients.' He will bear 
he same relationship to and act in the same manner as the Administrator does with 
his Chief Medical Director. In case of a controversy as between them which is 
mpossible to adjudicate or the situation becomes such as two men cannot work 
under those conditions either temperamentally or by lack of experience or any 
ther reason, then one or both should be removed because personalities must not 
be permitted to interfere with the efficient operation of an established and proper 
mode of operation. 

\s I have indicated to vou in the past, spirit, eagerness, desire, cooperation, and 
understanding will go 90 percent of the way to make any plan successful, and lack 
ff any or all of these attributes will cause the most perfect plan to fail, but we 
should plan for the proper way to do something and then provide the material 
and the personnel to properly handle a properly organized function, 

I think we can and should write a letter of instructions incident to this type of 


procedure which is clear-cut, understanding, and thoroughly workable, and to that 
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end I am willing to sit down with you, the sooner the better, and jointly prepare 
such a set of instructions and understandings as may be appropriate 

Senator Humpnrey. We will have the entire statement incorporated 
in the record. 

Dr. Magnuson. That, gentlemen, is the only definition of policy 
and procedure that L ever received from the Administrator. That is 
the only thine that I ever got in writing as to what he expected from 
the Medical Department or the Chief Medical Director. And that 
was in February 1949, 2 years ago. 

Senator Morse. Doctor, | do not know this to be the case, but | 
am just thinking of what his answer might be: What would vou say 
if he took the position that although that is the only letter he sent you 
he communicated with you orally and gave you oral instructions on 
various occasions? 

Dr. Maanuson. I think I ean bring the mental processes out and 
the sequence of these things completely, Senator Morse, when | present 
this documentary evidence. 

Senator Morse. Am I correct in this assumption; that that 
documentary evidence will show that vou did not receive specific 
instructions as to your responsibilities and jurisdiction and relation 
to the Administrator either in writing or in spoken orders? 

Dr. MaGnuson. That is right, Senator. And I think it will show 
also that there was complete confusion between not only the Medical 
Department and the Administrator but between the Chief Medical 
Director and the other departments of the Veterans’ Administration. 
Nobody, so far as I could see, knew what their defined responsibilities 
were in relation to the Chief Medical Director or what the interchange 
was between then in order to make the thing a good administrative 
procedure as a whole. IL have said here that I got my information 
through the back door. And that is exactly what 1 meant. Con- 
struction things that might have some effect on the care of patients, 
such as either the increase of beds or the decrease of beds or the 
changing of a laboratory or X-ray rooms or what not, would go from 
the hospital to the Construction Department. I would learn about 
them if the Construction Department chose to send me a courtesy 
copy. And I will bring that out. 

Senator Hitt. Let me ask you this question. Maybe you would 
rather comment on this later. But when General Gray was before 
the committee on February 8 last, he made this statement, in response 
to a question asked by Senator Douglas. Iam reading from page 28 
of the stenographic copy of the testimony: 

Senator DoucLias. How many of the hospital managers or administrators are 
medical men, now, and how many are not medical men? 

Mr. Gray. I can give you and will give you that record, but the vast majority 
of them are doctors, although we have several who are not. 

This is the particular point now, quoting General Gray: 


But the appointment of every manager has been and the transfer of every 
manager has been recommended to me by the Medical Department. 


Do you want to comment on that? 

Dr. Maanvson. Yes, sir. If you don’t mind, Senator Hill, I have 
the documentary evidence on that; which is exactly the thing that 
led up to my so-called resignation a few weeks ago Sunday. 

Senator Hii. Certainly. Go right ahead and proceed in your 
own way. 
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Dr. Magnuson. It was after 30 frustrating months of trvine to 
operate with a complete lack of definition of my responsibilities that 
| first proposed to the Administrator that possibly the solution to 
ur problem was a revision of Public Law 293, which would definitely 
spell out the responsibilities not only of the Administrator, but of the 
Chief Medical Director, for operating the medical program. That 
was after 30 months. This lack of definition was a source of concern 
to the Special Medical Advisory eee established by = to advise 


the Administrator. It was under the chairmanshi ip of Dr. Charles 
W. Mavo of the Mayo Clinic, that this group made specific pertinent 
recommendations to him in 1948. And I have those recommendstions 


here, which I will submit. 

Senator Hii. They will go in the record? 

Senator Humpurey. They shall all go in the record. 

Dr. Maanuson. I sought a legal opinion from the Solicitor of th 
Veterans’ Administration on the very same point and was severely 
reprimanded by the Administrator for having done so. 

| think I would like to read that one into the record at this point. 

| wrote to the Assistant Administrator for Legal Matters, who is 
called our Solicitor. He is on the same staff level that I was in the 
organization. This was in April some time. On May 10, | got a 
letter from the Administrator. 

Senator Humpurey. May 10, 1950? 

Dr. Maanuson. This is May 10, 1949. It says: 


I can neither understand nor see any justification for vour request upon Mr. 


Odom to give his legal opinion on your legal responsibilities as evidenced by the 
attached reply which he has properly addressed to me and which I now forward 
to Vou. 

Will vou please advise me why vou made this request of him, and secondly 


whether the inspiration to ask for it sprang from vou or from some member of 


vour staff, and if so, who that member is. 


In other words, I had no authority, in his mind, to write to the 
Solicitor for an opinion on a law concerning the Veterans’ Adminis- 
tration. I rege know who else I was to go to. But I will 
vou why I did it. J heard him several months before ask a young 
man in his office, who is also an attorney, and who is one of his 
‘kitchen cabinet,” to interpret: Public Law 293 to him the next 
morning. And the off-hand interpretation of Public Law 293 that 
was made to him at that time still rests in his mind, as 1 will show 
vou: It is his idea that medical practice is one thing and _—— al 
operations are another. That has not only been said to him | Vv that 
young man but by two other individuals in the VA. | spoke to him 
about it and told him what bad advice | thought they were giving 
to him. He said, “Nothing to it. Those are all my decisions.”’ 
Well, maybe they were. 

Senator Humpurey. In other words, your point, Doctor, is that 
the direction and the management and the use of a hospital facility 
is an integrated program. 

Dr. Magnuson. That is right. 

Senator Humpurey. That it all has its effect upon the patient. 

Dr. Maaneson. That is right. 

Senator HUMPHREY. According to your opinion, the Administrator’s 
attitude on this question is that hospital management, pertaining to 
the construction of the hospital, the maintenance of the hospital, 
any change of plans in the hospital, that is, of its physical plans, the 
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personnel of the hospital, the food that the hospital prepares for its 
patients, is one aspect of this; but the direct medical program, like 
surgery, diagnosis, bedside care, research, is the professional medical 
side; and that these two are distinctly separate? 

Dr. MaGnuson. That is his idea. 

Senator Humpurey. And that vou as the Chief Medical Director 
were only concerned with those so-called professional intimate medical 
aspects of the patient care and had no jurisdiction over this broader 
area of general hospital management, where the professional care 
was a part of the entire program of the medical service. 

Dr. Magnuson. That is a complete and very good statement of his 
attitude. 

Senator Humpurey. This poses the difference, does it not? 

Dr. Maanuson. That is right 

My sole purpose throughout my 3 years as Chief Medical Director 
was to see that the standard of good medical care and hospitalization 
which had been developed under Generals Bradley and Hawley, was 
maintained and was put on a basis which would protect it through the 
vears to come. In the face of irresponsible accusations that I was 
seeking more power, may I say that all [ ever sought from General 
Gray was the same type of clean-cut working arrangement in which 
| had previously shared and which bore such good results in the 
administration of Generals Bradley and Hawley. 

I don’t know anything about any changes in the administrative 
pattern or the organizational chart or anything else. It may have 
been just exactly the same, so far as the chart was concerned, as it 
was then. 

Senator Humpurey. In other words, what you are saying, Doctor, 
is that during the administrations of General Bradley and Dr. Hawley, 
despite the chart, no matter what the chart may have said, that is, 
the public administration lines of authority and_ responsibility, 
General Bradley and Dr. Hawley worked out a program of adminis- 
tration wherein there was this type of integrated hospital manage- 
ment, professional medical care, all directed toward one objective and 
under one clear-cut policy. Is that right? 

Mir. MaaGnuson. That is right. 1 don’t know what the chart 
showed, but Bradley let it be known that Hawley was Medical Direc- 
tor and the medical treatment and hospitals came under Hawley. 

Senator Hitu. Has not the Army always done that? 

Dr. MaGnuson. The Navy also; yes. 

Such an arrangement, I presume, is possible only when the Admin- 
istrator has in some measure the imagination, the intelligence, and 
the leadership qualities of a Bradley. The same basic organization 
which permitted this program to function so well under Generals 
Bradley and Hawley is still in effect and could be just as successful 
today is the same quality of leadership existed. I am sure this com- 
mittee has no desire to see the medical care of the American veteran 
sink to the low standard which produced a congressional investiga- 
tion toward the end of World War II. 

The Veterans’ Administration’s excellent medical program has 
already begun to show signs of deterioration—as reported by the 
Deans of Affiliated Medical Colleges last week in Chicago. In all 
frankness, | must say that the progress initiated under General 
Bradley has not been continued. Nor do I see any hope for progress 
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in the years to come until the administrative leadership of the Vet- 
erans’ Administration is elevated to a point where an intelligent and 
cooperative working relationship exists between an able Administator 
and a Chief Medical Director who has the confidence and support of 
the medical profession. The charge that I did not agree with Gen- 
eral Gray on how the VA medical program should be run is a true 
charge: I insisted then, and I still believe today, that the Chief 
Medical Director must know clearly what his responsibilities are and 
must have the authority to carry them out. I cannot believe that 
any administrative process which does not ke ep the Chief Medical 
Director informed can ever lead to smooth operation. He, as operat- 
ing head of the Medical Department, should be responsible to the 
Administrator for good medical care and proper operation of hos- 
pitals with authority to act within the confines of clearly established 
policies. In other words, as long as the Administrator maintains 
that he is “‘the Surgeon General.” 

And I have that here copied from the record made from a wire 
recording taken in March 1949, when Dr. Middleton, who was dean of 
medicine at Wisconsin, put a question to him. I will read you the 
exact words. This is headed ‘‘Afternoon session.” 

General Gray. I correspond in the eyes of the law to the Surgeon General. 
Rightly or wrongly that’s fact. All the authority is vested in the Administrator 
and it’s only in delegation of authority to carry out his responsibilities * * *. 

Dr. Mipp.eton. I thought you had many other functions * * *. 

General Gray. I have but no one else is vested with those except me. I am 
in your illustration the Surgeon General. We’ve got to get the concept of this 
thing clearly before us and without predetermined notions based on not a full 
comprehension of the facts. The law specifically specifies, as I tried to indicate 
a moment ago, this is the second time in my life that I’ve had that type of a set- 
up, nowhere else in Christendom that I know of, that the Administrator shall do 
so-and-so, the Administrator shall do so-and-so, just as I tried to illustrate this 
morning when I said that during the war all the orders issued were that the 
Director General should do so-and-so, so that when you make any comparison 
in the basic responsibility here you’ve go to recognize that it is vested by law in 
the Administrator. What we’ve got to determine is how the authority to carry 
out 7 responsibility shall be delegated. Does that clarify many things in your 
mind! 

In his mind, then, he is the Surgeon General. I think that is clear. 

Senator Morse. Doctor, may I ask you a question about the 
special services in hospitals? As I understand it, it has been said 
that the Veterans’ Administration special services, that is, your 
athletics and moving pictures, and so forth, which are provided in 
hospitals, should be under the direction of the Medical Director 
rather than under the direction of a separate Veterans’ Administra- 
tion Assistant Administrator. I wondered if you would like to 
comment on that problem, because we hear a considerable amount 
of discussion as to that administrative set-up. 

Dr. Maanuson. Yes, sir. And incidentally, in connection with 
that, General Kerr is head of special services and a very fine, coopera- 
tive gentleman. Anything I may say means no adverse criticism of 
General Kerr, rather nothing but praise. We have worked together 
in complete har mony. He came to me a year and a half ago and said: 
“Doctor, I can see very clearly the way this thing has developed; 
that this isn’t the kind of special services we have in the Army. It 
isn’t necessary to meet all those qualifications, and special services 
ought to be under the Medical Department. How it can be arranged 
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from an organizational standpoint, I don’t know, and I don’t care. 
But if we are to provide treatment, why, then, it belongs under the 
Medical Department.” 

So we talked it over. We had a number of meetings on it. We 
finally went to the Administrator together and made recommenda- 
tions that we plan to bring special services under the Medical Depart- 
ment. 1 even made plans at that time to get General Kerr in charge 
and give him charge also of the homes, which are nothing but—well, 
they just don’t do anything in them at all. 

Senator Humpurey. What homes are those, Doctor? 

Dr. Maanvuson. The domiciliary homes. I believe that the home 
that I once opposed in your State, Senator Morse, is now one of the 
best I have ever seen. And we have tried to begin to do the work we 
would like to do there. Because of your public-spirited citizens there, 
we have tried to do the thing that I had planned for the whole business, 
if General Kerr could have come in to do it. We saw the Administrator 

least twice since. We made recommendations. Nothing has been 
done. Now we have on duty corrective therapists. I don’t remember 
what they are called in special services, but they are the fellows that 
supervise games and exercises in groups. It got down to this, that we 
used bowling for exercise of arms and knees and one thing and another, 
in order to make the exercises interesting. I said to one of the fellows 
one day: “Both special services and corrective therapy are using bowl- 
ing. Now, what is the difference?” “Well,” he said, “when we 
don’ t keep score it is corrective therapy, and when we do keep score, 
it is special services.’ Both are doing the same thing. 

Senator HumpuHrey. In other words, again here, Doctor, as I see 
it, you and General Kerr were talking over the treatment of the 
patient, the whole treatment of the whole patient. I mean, this 
man isn’t only in bed. He is a human being. He has to eat, to 
sleep, and he has a certain amount of free time, where he needs 
relaxation and the kind of therapy that comes with good wholesome 
entertainment. You and General Kerr agreed that this was some- 
thing that had to be integrated into an entire medical program? 

Dr. Magnuson. A medical program to take care of the patient 
when he begins to get out of his bed, when occupational therapy and 
physical therapy begin to carry him on until the time when he could 
get out of the hospital with as good function as possible. 

Senator Humpurey. And General Kerr felt, after discussing this 
with you, that this should be done under the general jurisdiction and 
within the philosophy and pur pose of the medical service unit? 

Dr. MaGcnuson. That is right, sir. 

Senator Humpurey. But he found himself administratively not 
working, let us say, in the confines of the medical service unit, but 
working as a special unit under his own administration? 

Dr. Macnvson. That is right, sir. And he had to have somebody 
in each one of these hospitals to represent him, when he might just as 
well have been using the chief of professional services in that hospital 
to correlate the whole business. 

Senator Humpusrey. In other words, an extra job was there. 

Dr. Maenvson. We called attention to the fact, and General Kerr 
knew that the corrective therapists who were already employed could 
do practically every bit of the work of his gymnastic people. I mean 
the exercise. 
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Senator Humpnrey. Yes. 1 am familiar with this operation. 
Only now for the first time is it getting clear in my mind just how 
this operated administratively. In other words, you could have 
physical therapists under the general me “8 al department, physical 
therapists who were trained doctors, or at least were headed up by a 
trained doctor? 

Dr. Maanuson. That is right. A doctor trained in physical medi- 
cine would head the whole department, you see. 

Senator Humpnrey. But then this physical therapist would also 
have a counterpart over here in a type of physical therapist unit? 

Dr. Maanuson. The corrective therapist and physical therapist. 
Jut the effective therapy was that which overlapped most into the 
other department, the occupational therapy. 

I went to Kecoughtan, Va., and found that the hospital had one 
shop here, and right under it a hobby shop, both fussing around with 
the same thing, but neither of them doing a thing so far as any inte- 
grated plan was concerned and each of them having a separate head. 

Senator Humpurey. Doctor, let me ask you this. What would you 
think of this sort of set-up: That you would have in the administrative 
set-up a doctor titled the Chief of Medical Services in Hospital 
Management, just to use that as a title, and under that you would 
have your technician in charge of hospital construction and the 
particulars of hospital lay-out. Over here you would have one in 
charge of special services as pertains to medical care and convalescents, 
and over here you would have fiscal and budget and personnel. Let us 
get this up at the top level in Washington. Then as you go down to 
the regions, where you have your base hospitals, your large hospitals 
could you not have a counterpart, so to speak, of the medical director 
and hospits al manager, who likewise would have his subordinates 
carrying out all of ‘these functions? In other words, an integrated 
type of service, rather than having, as we have today, a medical service 
director, a hospital construction assistant administrator, a special 
services assistant administrator, depending upon just human nature 
and good nature and good temperament to get these people to all work 
together in an integrated program? Is that not what you have at the 
present time? 

Dr. Magnuson. I think so. May I interrupt there, Senator 
Humphrey, to say this: As I see it, the medical department also serves 
three departments in the Veterans’ Administration: Claims, insurance, 
and adjudication. If we don’t give them proper reports, proper 
examinations, good medical judgment, sound medical judgment, they 
can’t do their work. So we are the servants of those three depart- 
ments. Without us, they can’t function. And I think if you will ask 
any of those department heads today, he will say that he has never had 
such good cooperation and such good reports to do business with as he 
has had in the past few years. We have done everything we could 
to cooperate with those departments, so that they " could function. 

But there are certain other departments that we are dependent on 
completely. There is engineering or construction, supply—finance 
doesn’t make so much difference, because they handle things in a 
routine way, specified by the Comptroller General, and as long as they 
pay our vouchers, if we make them out right, we don’t have any 
trouble with finance—and personnel. Now, those are service organi- 
zations. Special services should be part of medicine. 
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Senator Humpurey. But it is not at the present time. 

Dr. Maenuson. These things, these other three things—personnel, 
construction, and supply—should be servants of medicine, because they 
have to function in order for medicine to take eare of its sick people. 

Now, I personally have never wanted, and I have told this to 
everybody that wanted to listen, to run the engineering department. 
I am not an engineer, and I don’t want to have anything to do with it, 
except as in the case when the manager up in Hot Springs, S. Dak., has 
to write a letter and ask for a new boiler because his old Satie is in such 
shape that if it ever breaks down they are going to have a lot of frozen 
patients there in the morning, and he can’t get it. He wrote the 
construction department time after time after time. Finally I hear 
about it. I said, “Here is a place where the boiler is a part of the 
practice of medicine. If we wake up some morning with the patients 
half frozen, with no hot water, no steam for sterilization, and we have 
to sit there in the cold until you get pipes or a boiler in, then it becomes 
a matter of the practice of medicine. Now, I don’t care what kind of a 
boiler you put in there or how you hook it up or anything else. I want 
it to work. That is all.” But I want to know, when the request for 
that boiler comes in, what the situation is in the hospital, and be able 
to say to the construction department, ‘“That boiler has to be in before 
the temperature goes down below such and such a point.” And if I 
don’t get it, my people can call attention to it, and I can go to the 
Administrator and say, ‘“Now, when do we get the boiler?” Because 
now I don’t know whether we even have applied for a boiler or not, or 
whether our boiler is good, bad, or indifferent. It is the same thing 
in all our construction problems. 

We had in Cleveland an application for a laboratory, a research 
laboratory. The deans’ committee and the hospital staff asked for 
$12,000. That is a temporary hospital, one of the Army cantonment 
type. And the Administrator and I had an agreement that we would 
not put a lot of money in those temporary buildings. This was 
authorized for $12,000. They sent their requisition up to the Con- 
struction Department, and it was batted back and forth, bringing 
it up to what they called criteria, which was criteria for new hospitals, 
not fixing up old ones. When I got it through the back door it was 
$89,000. And I called up the deans’ committee and said, “What is 
the matter with you fellows? We can’t spend $89,000 on that old 
building. And you don’t need it,” They said, “No; we don’t need 
it, and we never asked for it; $12,000 will do everything we want. 
But,” they said, “it took us 6 months to get a sink moved from one 
side of the wall to the other, because they had to go through the 
Engineering Department, and the criteria weren’t right.” 

Now, what the object is I don’t know. It seems to be just pro- 
crastination and fussing around, as far as I can see. 

May I just finish this now, please? 

Senator Humpnrey. Yes. 

Dr. Maanuson. I insisted and I still believe today that the Chief 
Medical Director must know clearly what his responsibilities are and 
must have the authority to carry them out. I cannot believe that 
any administrative process which does not keep the Chief Medical 
Director informed can ever lead to smooth operation. He, as operat- 
ing head of the Medical Department, should be responsible to the 
Administrator for good medical care and proper operation of hospitals 


, 
; 
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with authority to act within the confines of clearly established policies 
In other words, as long as the Administrator maintains that he is 
“the Surgeon General,” as he has publicly stated, I can see no possible 
chance for a really successful medical program. 

Only when the Administrator faces this problem can the ultimate 
objective—the best medical care for the American veteran—be real- 
ized. The Veterans’ Administration would then have an adminis- 
trative process that insures the full and proper utilization of the best 
professional medical judgment, both in policy making and in opera- 
tions. This simple, fundamental principle is the one thought I should 
like to leave with you as the key to achieving the main coal. Without 
the full acceptance of this principle my successor will be equally 
handicapped. 

Now, just to dispel the idea that I have ever sought more authority, 
2 days after I was fired I had had a lot of calls from men whom I had 
brought into the Medical Department, and they all said, “Paul, we 
just read this thing in the newspapers, ‘and we are quitting.’ I said, 
“For heaven’s sake, don’t do that. We cannot run out on our pa- 
tients. We are not going to make a fight result in poor care of 
patients. Our job is to take care of them. You stay and take care 
of them.’’ And I came home and wrote a letter, which you may or 
may not have seen. 

Senator Humpurey. | have seen this letter. This is the letter of 
January 16, wherein you encourage the doctors and your technical 
people to stay on the job, and also wherein you gave a statement as 
to your evaluation of your successor. We will ask that this statement 
be incorporated at this point in the record, so that we may have it for 
the purposes of the public record. 

(The letter referred to follows:) 

JANUARY 16, 1951. 
To All Doctors in the Department of Medicine and Surgery, Veterans’ Administra 
tion. 

Dear FRIEND: You have probably read in the paper that I am leaving the 
Veterans’ Administration, apparently because of a personal disagreement between 
the Administrator, Carl R. Gray, Jr., and me. In the first place, I want to dispel 
that idea. The Administrator of Veterans Affairs and the Chief Medical Director 
disagreed on policy and have disagreed on it for at least 244 years. I have tried to 
reconcile my way of doing things and I think he has, but we are two fellows of 
pretty positive ideas and I felt that there was too much interference with the 
Medical Department in the running of the hospitals and the authority for running 
the hospitals. 

\ disagreement between two men must not be judged too hastily by either side 
that might be involved in the problem. Our job as doctors is to take care of sick 
people and if we do not do that job we are laying ourselves liable to very serious 
charges. As doctors we are an independent crew and our first impulse may be to 
resign if things do not suit us. I am writing this letter to you; I wish it could be 
personal with your first rame in the greeting line, but the number that are in the 
Department precludes that intimacy. 

I have known Dr. Joel Boone for a number of years. He is a man who has come 
along in the Navy to the highest possible station. He is a man of integrity and 
the highest professional qualifications and besides being able, he is a delightful 
gentleman. I don’t know where, in this country, any better choice could have 
been found. I am personally very fond of him and he has the respect of a very 
large group of people in Washington, as well as the rest of the country. I believe 
that he will make a top leader for the Medical Department of the Veterans’ 
Administration. 

I ask you, as your former Chief Medical Director, and as a friend to give Dr. 
Boone the same loyalty that you have given to me and to the Medical Department 
inthe past. I do not believe the ideals or ideas will be changed. We are entering 
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into a serious period in our national life and I don’t want to see anything happen 
that will further complicate matters. The fact that I have gone from the Veterans’ 
Administration is not going to interfere with my interest in it and I stand ready 
to offer my services in any way that the authorities want to use them. 

Hold tight and don’t rock the boat: this thing is all going to be settled sooner 
or later. The Medical Department must continue in future years with the same 
high standards that it has now and has had since this program was started under 
General Bradley and General Hawley. 

Thank vou for your loyalty and for your support. I hope you will continue to 
give it wholeheartedly to the Medical Department of the Veterans’ Administra- 
tion and to Dr. Joel Boone for the good care of the veteran who is our patient. 

With sincere personal regards, 
PauL B. Macanvson, M. D. 


Senator Hii. That was a very fine letter, | must say; very fine. 

Dr. Magnuson. Well, I have never fought my own battles at the 
expense of anyone else, and I am not going to start now; and especially 
not at the expense of patients. I consider this a problem that must be 
straightened out; for what is at stake is the perpetuation of this great 
medical department that we have developed, with an awful lot of 
sweat and a good many tears and an awful lot of effort, with the help 
of the best medical men in this country, many of whom are professors 
in high standing in their medical schools, in every State of this Union. 
And it crosses State lines. It goes up into North Dakota and South 
Dakota and out into Montana. It is out in Colorado, out in New 
Mexico and Arizona. 

Senator Humprrey. Dr. Magnuson, in our telegram to you, we 
not only asked for your testimony as to what has transpired and how 
you see these developments, but the telegram read as follows: 


The subeommittee requests that you be pre pared to submit a written statement 
setting forth both vour over-all views concerning the subject of its inquiries- 


which vou have done— 


and a definite statement of specifie policies and practices of the Veterans’ Admin- 
istration which you believe adversely affect the quality of care given veterans 


which vou have done 
or the adoption of which would in your opinion either improve the quality of care 
given or the administration of the program. 

Now, as to that latter part, Doctor, do vou have any outline, any 
proposal, mneciineliy stated, as to what the Congress might do, or 
this committee, or the Veterans’ Administration, administratively, to 
clarify these ce of authority and to center this responsibility that 
you have talked about in the Medical Department, in the Medical 
Director? 

Dr. MaGnuson. Well, gentlemen, there are few things that need to 
be corrected by law. The only reason why I ever suggested a change 
in the law was because I got so desperate. 

Let me please just take these recommendations of the special 
advisory group. Do you want these things all left for the record? 

Senator Humpurey. Yes; we would like to have them if these 
documents can be made available. We can return the documents 


to vou 

Dr. MacGnvson. It is not necessary. These are duplicates of my 
private files, and I have copies of these; so, so far as I am concerned, 
any bets can read them. 
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Senator Humpurey. In other words, you are looking for the recom- 
mendations of Dr. Charles Mayo? 

Dr. Maenuson. Yes. If we could, Mr. Chairman, make a note 
that under the date of April 28, 1948, under the heading “Delays 
Indecisions, and Ignored Recommendations,”’ there are several docu- 
ments which are pertinent. The first one concerns a statistical depart- 
ment. We got orders one day that we were going to abolish all the 
separate st: atistical departments, including that of the De ‘partment of 
Medicine and Surgery, and my people were summoned upstairs and 
just told that was what was going to be done. 

Senator Hin. There had been no prior consultation with you? 

Dr. MAGNUSON. None. Well, I called Dr. Lowell Reed and Dr. 
Dublin, who are probably as expert on statistical matters as anvbody 
in this country, and asked them if they would come over. 

Senator Hitt. They are from Johns Hopkins? 

Dr. MaGnuson. One is from Johns Hopkins, and the other is a vice 
president of the Metropolitan Life Insurance Co. They are Ph. D.’s 
in that particular line. 

Well, they came over. And I asked this young man I talked about 
before to come down and talk to them. He came down, and he 
immediately started to tell them their business. They are the kind 
of gentlemen that don’t take that very well, and he didn’t know any- 
thing about statistics; “4 they just proceeded to take him apart and 
tell him why it couldn’t be done that way—taking medical statistics 
out of the Medical Department. Well, | took them up to the Admin- 
istrator that afternoon, Dr. Dublin and Dr. Lowell Reed, and they 
talked to him. I never heard another word about the statistical busi- 
ness and never got any formal countermand of the order. They just 
dropped it, you see, for all departments. Then they withdrew the 
ambulance at Canandaigua without saying anything to us about it. 
There was the case of double feeding, the establishment of executive- 
officer trainee positions. That is another thing that has been delayed 
for 2 years. 

On October 18, 1949, I tried to establish trainee positions for assist- 
ant Managers and managers. 

Senator Hitt. You have the recommendations of this committee 
there in your folder someplace? 

Dr. Magnuson. Yes; I have. It isn’t necessary to read them. 
But here is what happened. These recommendations were made after 
[ had been trying to get a definition of responsibility from the Admin- 
istrator. And this happened on December 6 and 7. On December 7, 
they made these recommendations, which will be included in this 
documentary evidence. Nothing was done. On March 14, there was 
a second meeting. They repeated their recommendations. And that 
meeting is all recorded on a wire recorder, and the full transcript is 
here, dated March 14. That was where he declared himself to be the 
Surgeon General under the law. Still nothing done. He promised at 
that time to get this thing straightened out. 

In June another meeting, and still nothing had been done; no defini- 
tion of responsipility. In July 1949, he was going away on a vacation 
and I was going away before he got back; so that we were going to be 
apart at least 2. months and a he uf. And I said to him the day be fore 
he left, “Carl, you have got just 24 hours to get something out.”” He 
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said, “Well, we will do that.” Next day at 2 o’clock he called me up, 
and he had some very nice high-minded, high-sounding words. And I 
said, ‘Carl, you know, we aren’t kindergarten children. That i is just 
exactly what we are doing now. It doesn’t mean anything.” 

So he and Omar Clark, who is his Executive Assistant Administrator, 
and my executive, Bob Adkins, and I, sat down and wrote this thing, 
which is known as Circular 16, which is a declaration of his intention. 
And a copy of that is also attached here. Circular 16, he says, is his 
Bible, and he says he has always stuck to it. If it had been stuck to, 
we could have gotten by very nicely, on the spirit of the thing. But 
I had to urge him to put this Circular 16 in what is called MEC-4, 
which is the organizational manual, and which is the Bible of the 
managers of hospitals. 

When it turned up in the manual, it was so garbled, as change 73, 
that I couldn’t recognize it. I didn’t even know what it meant. 
And the third paragraph of Circular 16 was left out entirely, which 
concerned construction problems coming through the Medical Depart- 
ment, the Chief Medical Director, before they went to the Chief of 
Construction. That was left out entirely and is still out. 

Senator Humpurey. Doctor, I have heard that there has been some 
construction problem in a hospital up at New York. I think that is 
the place where there was a hospital constructed and then afterward 
the doctors, the men and women that were in charge of the professional 
aspects of medical care, found out that the facilities were madequate. 
Is that true? 

Dr. Magnuson. That was in New Jersey, Senator. 

Senator Humpurey. In New Jersey. Iam sorry. 

Dr. Maanuson. And when the thing was first brought to my atten- 
tion, | had never seen the construction plans. And I understand that 
our own people in the Medical Department, who look over plans, 
came to me and showed me the plans and told me that in this par- 
ticular hospital you had to take a corpse through an out-patient depart- 
ment in order to get him into the morgue. And there were all sorts of 
things that were just completely out of line. The Medical Department 
had never seen the plans for that hospital, I understand. I know I 
never did. And I had asked them to bring all plans in to me for a 
final O. K. 

Senator HumpHrey. Well, now, what happened? Did they bring 
those plans in to you before construction got started? 

Dr. Magnuson. No, sir. 

Senator Humpurey. Did you ever see them for your final O. K.? 

Dr. Maacnuson. As far as I know, I have not. I have never seen 
them from that day to this. The steel contract was let when I first 
saw them. 

Senator Humpurey. All right. What I want to get straight in my 
own mind: Let us just take a typical example. Let us say that we 
are going to construct a new hospital at Milwaukee, Wis. We will 
get out of any one of our local States, here. This new hospital has 
been authorized by public law—that is, the number of beds—and 
there seems to be no difficulty as to getting under way. Now, the 
first thing that is done is for the Construction Department to draw 
up, I suppose, plans for this hospital and, after the plans are drawn 
up, the second thing is to let bids on the hospital. What I am trying 
to find out is: Before these plans are finally approved, before any bids 





MEDICAL CARE FOR VETERANS 65 


for any materials are let, or even for a contractor—that is the way 
they do it, for a contractor—before these bids are let, opened, made 
available to competitive bidding, does the Chief Medical Direc ‘tor— 
namely, Dr. Paul Magnuson—have the final say as to whether or not 
this hospital plan meets with his approval or w ith the approval of the 
professional people that are met in that hospital? Do you have 
final veto? 

Dr. Maanyson. I have never been able to get one single thing in 
writing on that so far as I know. I think that is the general idea. 
But the plans have been sent in to us, as I understand it, for review, 
and we are given 2 or 3 days to go over them before the Construction 
Department gets them back. Or they have been sent in as line draw- 
ings. Now, ‘apparently, with these architects, you can make line 
drawings and have the space ali look beautiful, but then, when you 
begin to fill in your wall thicknesses and your elevator thicknesses 
and that sort of thing, the whole proportions change. And so, as 
to the line drawings, many of them we have never seen again in final 
form, or that is my understanding. 

Now, I think there is no written order that these plans shall come 
into the Medical Department. In some cases, we have had good 
cooperation, and in some cases not. There seems to be no definite 
rule. 

Senator Humpurey. In other words, you have not established 
routine here, a flow of the plan to its final point, where the ultimate 
approval is given or final changes are made. I am interested in this, 
Doctor, because it has appeared to me that one of the real limitations 
upon good medical care in the past has been the failure of men in the 
medical profession who are familiar with the design and construction 
of hospitals to be properly consulted. I know that in my own limited 
experience, where any hospital alteration or construction was under- 
taken, we had an advisory board of doctors who were working in this 
establishment, as well as outside competent professional people, to 
give final approval as to the plans. Because an engineer, a construc- 
tion firm, may be not only one that constructs hospitals it may be 
one that constructs department stores, and parking garages, and ware- 
houses. And it is perfectly obvious that a man who is a competent 
architect and a competent engineer may not fully understand all of the 
details that are needed in a good hospital facility. 

Dr. Maanuson. That is right, sir. 

Senator Humpurey. What I am trying to get at is: Does the 
Medical Director of the Veteran’s Administration have to put a seai 
of approval, an O. K., on the plans, and say, ‘“These plans are satis- 
factory. These plans have been checked. ‘These plans have been 
approved, and are therefore confirmed by Dr. Paul Magnuson, Chief 
Medical Director of the Veterans’ Administration.”? Do you do 
that? 

Dr. Magnuson. In some cases I have done that. But, as I re- 
member, it has been only in isolated cases, where I said, “I want that 
thing to approve before it goes to the Construction Department,’ 
and have told Colonel Dryden so. And I think there will be some, a 
very few, that have my approval as of a date, with my name on them. 

Senator Hitt. Excuse me one moment. You had better identify 
Colonel Dryden for the record. 
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Dr. Maanuson. He is Chief of Construction, Real Estate, and 
Supply. 

Senator Humpurey. He is an Assistant Administrator, then. 

Dr. Macnuson. He is an Assistant Administrator. 

Senator Humpnrey. You had, as I understood you to say awhile 
ago, a hospital construction unit in your Medical Department? 

Dr. Maanuson. Yes, sir. That was established by General 
Bradley. 

Senator Humpurey. It is the responsibility of that unit to correct 
all construction plans? 

Dr. Maanuson. When they can get them, yes. 

Senator Humpurey. It is not mandatory that they do get them? 

Dr. Maanuson. I don’t think it is. I think they get them when 
the Construction Department chooses to send them over, and for the 
number of days that the Construction Department chooses to let 
them have them. Now, we have a Hospital Design Review Section, 
and we fight it through a good many times by just refusing to commit 
ourselves on the plans furnished us. And we finally get them. But, 
as | said here, an awful lot of my time was fighting for things that 
should come through in the usual routine. 

Senator Humpurey. That is what I am trying to get at. 

In other words, you had stated that there are times when the 
routine seems to work to the advantage and the benefit of an inte- 
grated type of medical- and hospital-service program. There are 
other times, depending on the capriciousness of administrative 
authority or habit, when you do not get these plans so that they can 
be properly studied. [| imagine you may get all plans for just a quick 
cursory look. Well, | wanted to get that, on hospital construction, 
because I happen to have strong feelings about hospital construction 
and how it ought to be integrated with the professional service. 

Dr. MaGgnuson. I can goa good deal closer home than Milwaukee, 
as far as you and I are concerned, because I think we only have 600 
feet of rehabilitation space in Minneapolis, where we wanted 6,000. 

Senator Humpurey. I am glad that you brought that up. I 
have some letters in my file here on this subject. 

Dr. Magnuson. Now, that was knocked around one place and an- 
other and argued about, and I heard the Administrator give orders 
that “it shall be put right there.” Well, I don’t know. Maybe that 
was the best place to put it. But it was awfully snappy judgment, 
when you are spending 5 or 6 million dollars for a building, before you 
find out how that is going to fit in with all of the rest of the building 
up there and how you are going to connect buildings, how many 
corridors you have got, and how many depressions you have got to 
wheel patients over, “and all of the thousand and one things that you 
have to consider for people around the hospital, that you don’t have 
to consider in a hotel or an office building. And to get these plans to 
send up to the deans’ committees, so that they can look them over; 
and | think they only had those plans in for 3 days in Minneapolis 
and as to most of them, I couldn’t get them at all to send to the 
deans’ committees. 

Down here in North Carolina the people from Duke, the faculty, 
came up here and paid their own way to look over the plans, and the 
plans were sent over for 1 day, and they looked them over in our office 
and approved them. That was the only way we could get them. 
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Senator Humpurey. On this hospital that you mentioned out at 
Fort Snelling, for the rehabilitation: I recall that the same number 
of feet were in the old hospital as were to be in the new hospital, and 
one of the reasons the new hospital was to be constructed was to give 
this additional space to rehabilitation, so that when they transferred 
the patients from the old hospital to the new hospital they got the 
same space in the new hospital as they had in the old one; so that 
they really got no change at all. This was something, as I under- 
stand it, done by the Engineering Department, and there was not local 
approval i in the sense of ‘the medic al staff, or your approval at the top 
level. 

Is it not also true, Dr. Magnuson, that with the deans’ committee 
program in the Veterans’ Administration hospitals your program of 
research and your program of diagnosis and your program of con- 
valescent treatment, as well as ge yneral medical care, has changed a 
great deal? ‘That there is a great deal of change not only in terms of 
time of the patient, getting these neuropsychiatric patients back to 
normal living, but partic ularly in the research field, your hospitals, 
your new hospitals, if you are going to conduct the kind of program 
that the deans’ committees feel is desirable, should have a great deal 
more space and many improved facilities for research? Is that not 
true? And for diagnosis? 

Dr. MaGnuson, That is right. And we have to have young men 
in training, and we have to have places to sit down and talk to those 
young men, After we have seen a group of cases, we have to have a 
room somewhere, and that has been found fault with by everybody 
in the Construction Department. They say, ‘‘Too many rooms, too 
many conference rooms.” Well, we haven’t too many conference 
rooms. I have gone over the plans, where they have been com- 
plained about. But you have got to have some place to sit down with 
your young men and discuss these things. 

Senator Humpurey. The thing I am trying to get at is that the 
Construction Department constructed one kind of hospital for a cer- 
tain kind of medical care given, let us say, 10 years ago. 

Dr. MaGnuson. Yes, sir. 

Senator HumpHrey. Now you have got a new approach to medical 
care that is on very high ethical and professional standards, but the 
construction department apparently is working with the psychological 
or architectural context of the old medical program. 

Dr. MaGnuson. They still want to build two operating room 
500-bed hospitals. That is just exactly what you are saying. 

Senator Humpurey. That is what I am trying to get at. And 
modern medicine has taken into consideration much more than ever 
before, as I understand it, the facility that the doctor works with. I 
have visited many new hospitals, and the design and construc ‘tion of 
a hospitals is entirely different than it was, let us say, 25 years ago, 

‘10 years ago, just as it is in a modern office building. 1 mean, you 
still have architects that persist in building office buildings in the 
vintage of the early 1900’s, but the modern architect sees to it that 
the new administrative building has an entirely different layout in 
terms of lighting, heating, fac silities, than the old one. That is the 
problem you are running into. 

Dr. MaGnuson. And the ventilation problem has been something 
terrific. You couldn’t make them put in enough ventilation. I said, 
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‘We can use middle rooms. We pay high rent for these middle rooms 
in these buildings, but because they are quiet, they have less vibration, 
we don’t hear any noises from the outside. You can go in there and 
listen to heart sounds and lung sounds and be cozy and comfortable. 
You don’t have to have them big.’”” Butno. “Just take them out.”’ 
And when we wanted ventilation with partitions running to the ceiling: 
‘‘No; it costs too much.”’ Well, now, you can’t interview a patient 
in a room with glass partitions running eight feet high, you know, 
where you can hear everything in the next room; especially with 
psychiatric patients. 

Senator Morse. On this cost matter, Doctor, the committee, the 
full committee, has from time to time at some of its hearings, heard 
that the cost of military hospitals is too high, and in connection with 
that discussion it has been pointed out that the veterans’ hospitals 
in contrast to civilian hospitals have very elaborate moving picture 
rooms and recreational rooms and rooms of that type that run up the 
cost as compared with civilian hospitals. My query is: Were those 
facilities that ran up the cost the result of decisions made by the Engi- 
neering Department of the Veterans Administration, or the Medical 
Department? 

Dr. Magnuson. I think by neither, Senator Morse. Those grew 
out of the demands in the early days of special services, when they 
wanted a movie theater, a gymnasium, when they were thinking in 
terms of Army matters, where you have to send a patient back to duty 
right from a hospital. They were not conceived from the standpoint 
of a general medical and surgical hospital. Now, in neuropsychiatric 
hospitals and TB hospitals we ought to have those facilities, because 
they contribute to the care and treatment of patients. But we don’t 
need them in general medical and surgical hospitals any more than we 
need movie theaters in our private hospitals. We do need a meeting 
hall. In a 500-bed hospital, if you could have a meeting hall that 
could seat a hundred people, and let them use that for their little 
entertainments, and let us use it for a lecture hall—when we have a 
distinguished visitor, and we invite all the surrounding medical 
societies in, and he is going to be there that night, we want some place 
to entertain him. We want some place to listen to him. And we 
have tried to make these hospitals of ours centers of education. 

Senator Morse. Could I ask one more question, Mr. Chairman? 
eae I just don’t know the background of this. We have had a 
great deal of controversy raging in this country particularly among the 
veterans’ groups about the Hoover Commission recommendations 
concerning medical care. I don’t know what the merits of the pros 
and cons of the Hoover Commission recommendations happen to be. 
I have taken the position that I will not commit myself, either for or 
against those recommendations, until there has been a full hearing 
and I have had an opportunity to study the facts. But I prefer to 
presume that there is merit in the Hoover Commission recommenda- 
tions, or they wouldn’t have been made in the first place, and therefore 
I think the veterans’ organizations should take a somewhat different 
position than they have taken to date. 

Instead of taking the position that men, in public office should just 
automatically commit themselves to oppose those recommendations, 
I have taken the position in my discussion with the veterans’ organiza- 
tions that “It is up to you to go forward with the burden of proof in 
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showing that there is no merit in these recommendations, or that at 
least the demerits of them outweigh the merits.”’ I say that by way 
of a preface to my question, because I think you are entitled to know 
my attitude about this issue of policy that has been raised in the 
country as the result of the Hoover Commission recommendations. 
Now, my question is this: Is it your opinion that the Hoover Commis- 
sion recommendations are in any way related to the controversy that 
has developed in the Veterans’ Administration in respect to the author- 
ity of the Administrator, as against the authority of the director of the 
medical branch of the Veterans’ Administration? 

Dr. Magnuson. All I know so far as the Administrator is concerned 
is that he has been definitely opposed to almost anything that was 
suggested in the Hoover Commission. Now, if you are asking me, 
Senator, I am somewhat in the same state of mind as you are. But 
having worked in this thing now for 5 years, I might say that I 
started out with some positive opinions, which I have decided since 
weren’t right. I don’t see how you can put military medicine as such 
and civilian medicine as such in the same over-all administrative 
plan. I can conceive of a united medical service insofar as the Army, 
Navy, and Air Force are concerned, who are all more or less involved 
in the same problem in the same place. Their goal is different than 
that of the civilian practice of medicine. All we are responsible for 
is the care and treatment of patients. They are responsible not 
only for the care and treatment of patients after they have begun to 
be patients, but they are responsible for the prevention of people 
from becoming patients. They must protect their troops against 
frostbite and high altitudes and all the other things, and in their 
particular set-up that makes for a very difficult problem. You can 
say that when they are in bed they all wear the same kind of shirts. 
Well, that is true. My own feeling in the matter is that if you could 
ever bring the Army, Navy, and Air Force to this conception, that 
the minute a man becomes unfit for further military duty, he shall be 
discharged to the Veterans’ Administration, then you can separate 
them. Then you can carry on the mission of m litary medicine and 
transfer that man to the veterans’ hospital without interruption in 
his case. 

Now, the Public Health Service has patients, too, in hospitals, and 
runs hospitals. They are civilian in nature. They and the Medical 
Department of the Veterans’ Administration and the Indian service 
could all be put together in a civilian type of medical organization, and 
take care of any of their responsibilities in any one of the hospitals. 
That would require an individual as head, in my opinion, who would 
be a medically trained man in the position of authority to see that 
those hospitals are run on the basis of service to sick people only. 

Senator Morsr. Am I right, Doctor, in my impression that you 
have leaned in the direction of attempting to develop greater coordi- 
nation and cooperation between veterans’ hospitals ‘and veterans’ 
medical staffs, and civilian hospitals and civilian medical staffs, 
various parts of the country? And if so, do you think that to any 
degree that position of policy is involved in the background of the 
dispute that has developed between you and the Director of the 
Veterans’ Administration? 

Dr. Maanuson. Senator, I am awfully glad you asked that question. 
It is my opinion, in this room, and I can’t prove it, that I saw a com- 
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bination between civil service and the budget—at least that was the 
way it was reported to me—who wrote a veto of law 293, which took 
doctors, dentists, and nurses out from under civil service. They 
never protested all the time that bill was being heard. But on a 
week ~ after that bill was passed there was a long holiday. New 
Year’s came on Tuesday. There was a long holiday—Saturday, 
Sunday: Monday, and Tuesday. The President was w riting his state 
of the Nation message. General Bradley was taking a day off to 
go duck shooting, the first day he had off since before the Second 
World War. Hawle *y was sick in the hospital. I was the only one 
here, and I didn’t know anything about this situation until one of the 
men in the office told me that this thing was up. 

Well, some of us went down to the office. We called a man then by 
the name of Zimmerman, who was an assistant to the President. He 
said, “Why, didn’t you know that Civil Service and the Bureau of the 
Budget had this veto written?” I said, ‘‘No, we didn’t know. But 
we want to come down and talk about it.’””, Well, we went down that 
day. ‘The next day we got General Bradley, and he came home. The 
poor man never got any ducks, I think. And he said, “Doctor, I 
think you must be mistaken. Because this bill went through, and was 
heard, and anybody who wanted to had a chance to object to it.”’ 

We went over that afternoon. I went over with General Bradley. 
And he was perfectly astonished. He got Hawley down from the 
hospital in New York the next day, and he and Hawley and I went 
down. We couldn’t budge anything. And it was that night that 
I went home, without the permission of my chief, and called a man on 
the Washington Post, who was then known as the veterans’ editor, 
Sam Stavisky, who wrote an article for the paper the next morning, 
and they came out with big banner headlines in a big exposé of this 
thing. I went down with General Bradley to talk to the President 
about it. And Mr. Flemming, who is a gentleman for whose mentality 
and ability I have great respect, was re presenting C ivil Service at that 
time. He fought it as hard as he could fight it. But the President 
signed the bill. 

‘Now, on a day in September 1949—isn’t that right, Senator 
Humphrey? 

Senator Humpurey. I was up to see you about that time. 

Dr. Maanuson. One of the gentlemen from the other side of the 
Hill called me, and he said, ‘‘Doctor, I don’t know what this is, but 
you are going to find yourself back under civil service before 5 0 ‘clock 
if you aren’t careful.”’ I said, “What about this? I haven’t heard 
anything about it.’ 

He said, “There is something coming up in conference committee 
this afternoon that is going to tie your hands again.’ 

So I called our chief of legislation and couldn’t get any informa- 
tion. He wouldn’t even acknowledge that he had been talking over 
at the Bureau of the Budget that morning. I happened to know 
that he was, from other sources. Then he said, ‘“‘Well, you better call 
Omar Clark.” 

So I called Omar, and Omar wasn’t there. They said he was out, 
and they didn’t know when he would come back. They called me at 
5 minutes of 3. and the conference was called for 3 o’clock. I called 
Senator Humphrey and others, including Senator Long. I had called 
four Senators and four Congressmen on that committee. And all I 
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said was, “I don’t know what this is all about, but if it goes through, 
and it is what I think it is, I am through, and there will be a lot of 
other people through. And I don’t want to see this Medical Depart- 
ment go this way.’”’ Senator Humphrey is completely familiar with 
that. That little note would have tied our hands and put in the 
Administrator’s hands the power to bring every doctor of the Veterans’ 
Administration under civil service. 

Senator Humpurey. That was under the Reclassification Act that 
came out of our Post Office and Civil Service Committee. 

Dr. Maanuson. Now, that was a bill signed by the President. 
Who put that over, I don’t know. But the funny part is that I am a 
regent of the College of Surgeons, and I am secretary of the College 
of Surgeons—or was at that time—and on that day I was to conduct 
the annual meeting of the ‘ollege of Surgeons in Chicago, and I was 
to read a paper at another branch of that same meeting, on that di ay. 
Why I didn’t go, I don’t know to this day. 

Now, what brought up the issue of my leaving? The Adminis- 
trator changed an existing policy, a policy that had existed in the 
Veterans’ Administration from time immemorial, that the Medical 
Director made all the recommendations for managers of hospitals. 
Now, Senator, [ am coming to your question. 

In 1949, without saying anything to me about it—the papers are in 
here—I got an order that said: ‘‘There will be a committee as follows 
appointed to choose managers and assistant managers of hospitals in 
regional offices.’ 

‘T went up there to the Administrator. I was put on that committee. 
I said, “Carl, maybe this is a good plan, but since when do you change 
policies on the recommendation for managers for hospitals without 
talking to me about it at all? The Medical Director has always been 


responsible for recommending the managers of hospitals.”’” Now, the 
Chief of Ta | was on the committee, and I was on it. We worked 
for 1 ves In spite of the fact that I objected to the change in policy, 


I worke di on the thing. We saw a lot of people, some good and some 
bad. And we were having a hard time finding material for managers 
of hospitals. I never took a stand, and I never will, on whether a man 
is a doctor or a layman, as long as he has come up in the hospital field 
and has demonstrated his ability to manage a hospital. The manager 
of a hospital, whether he is a doctor or a layman, hasn’t anything to do 
with the medical work that goes on in that hospital. All he has to do 
is to facilitate that work. I think, other things being equal, if you can 
get a doctor who is interested in administration, that is fine. But we 
haven’t been able to in a lot of cases. I have recommended just as 
many laymen as managers of hospitals, and I have worked for 40 years 
in two hospitals that never had a doctor manager. We don’t have any 
trouble. Why should we? He gets us w hat we need to take care of 
sick people, and if he can’t do it, he calls me and says, ‘“We can’t do it, 
for these reasons. What are we going to do?” So we work it out. 

Well, 1 year from that date the Administrator changed this com- 
mittee, without saying anything to me about it, although he did have 
a note on the bottom of the 1949 letter that the committee would be 
changed in a year. I assumed, and it was just an assumption, that 
he would change one member of that committee, and rotate them. He 
changed all of “them, and said that they had to review all the names 
that the other people had put in. That didn’t make any difference. 
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He put my deputy on the committee, a man that I hold in the highest 

regard and esteem. I couldn’t have run the office without him. He 
is awfully busy. But he had on the bottom of that order: “Inasmuch 
as I want your personal recommendation, there will be no substitutes.” 
In other words, he told the Chief Medical Director that he couldn’t even 
replace through his assistant, his deputy—he was cutting the Medical 
Director out. 

When he says he never appointed a manager that I haven’t O. K.’d 
he is right, because all the ones that have been nominated up to now 
I have had some say in recommending. But from then on, I would 
have had no say at all. So that when he says that I have had my say 
in all the recommendations, he is right, but he didn’t intend that it 
should be that way in the future. 

Senator Hixu. Let me call your attention to his exact language. 
He used this language here: “The transfer of every manager has been 
recommended to me by the Medical Department.’ You see, he uses 
the term ‘Medical Department” there, instead of saying the “Chief 
of the Medical Service.’”’ That “Medical Department,” I take it, 
might be subject to a good many constructions, too. 

Dr. Magnuson. So what have these people to gain? You know 
that we received from the VFW a resolution from their last national 
meeting asking the Administrator to abolish the deans’ committee. 

Senator HumpHrey. Now you understand why I have some letters 
here. 

Senator Hitu. A recommendation from whom, Doctor? 

Dr. Maanvuson. The Veterans of Foreign Wars in their national 
convention last year. 

Senator Hitt. That you abolish these deans’ committee? 

Dr. Macnuson. Yes, because they didn’t think they were sym- 
pathetic with the care of veterans. “Of course, now, in my opinion, 
and it has always been my opinion, one of the reasons wh they don’t 
like the deans’ committee program is because a man has to need 
hospital care before he gets into a veterans’ hospital now. In Chicago, 
and in some of the other hospitals, when this deans’ committee pro- 
gram started we discharged 40 percent of the people in the hospital, 
because they didn’t ad hospital treatment. The bed turn-over in 
some of those hospitals has gone up over 250 percent. In other 
words, the beds were being used for two and a half times as many 
people, without the investment of a single additional capital dollar— 
two and a half times as frequently. That hospital at Hines had 
1,000 on their waiting list; they haven’t a patient on their waiting 
list today. 

Senator Hitu. The truth is that in the old days, before you and 
Hawley and Bradley came in, the veterans’ hospitals had come to be 
to a large extent just veterans’ homes. Is that not true in many 
ways? 

Dr. Maenuson. A good many of them. 

Now, I don’t know whether I can convey this to you or not, but the 
whole medical program has been done on this basis. We have made 
norules. I practically have never sent out a directive from my office, 
and neither did Hawley. This whole plan was on two sheets of paper. 
It was sent out to the deans’ committee. We said to them, “These 
are your patients. We aren’t going to treat your patients in your 
cities from Washington, ever. They are yours. This is our standard. 
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You keep that standard up, and we are a service organization for you, 
to take care of your patients. We aren’t an organization that is 
coing to try to run you from Washington, because we think that you 
are the best people to take care of patients in your vicinity and your 
State.” 

Senator Morse. Doctor, is it your opinion that the carrying out of 
the policy that you have just testified in regard to would do two 
things: namely, save more money than the adoption of a more central- 
ized Veterans’ Administration Medical Service that did not cooperate 
as completely with civilian hospitals and civilian doctors, and second, 
give to sick veterans better medical care? 

Dr. Macnuson. Senator, it will give the sick veteran better medical 
care,as it has—better than any other single group of patients ever got 
before in this world, in my opinion. Now, you ask me whether it will 
cost more money. In my opinion, per patient, it will cost less money. 
IT have some figures here. I have got the doctor cost per patient. 
Here it is. This is for the fiscal year 1950. 

The type of hospitals first: The neuropsychiatric hospitals, on a 
patient day cost for professional services, 37 cents for full-time 
doctors; for consultants and attendants, 5 cents; total, 42 cents per 
patient per day. Tuberculosis hospitals, for full-time doctors, 94 
cents; for consultants and attending, 14 cents; totaling $1.08 a day 
for doctor care. 

General medical and surgical, and this includes all operating 
procedures, everything that is done: For full-time doctors, $1.50 a day 
per patient; for consultants and attendants, 25 cents; a total of $1.75 
per day for doctor care for patients in general medical and surgical 
hospitals, which includes all surgical operations. That is only pay 
for cheap Chinese labor, as far as I am concerned. 

Senator Humpurey. And you attribute that to the program as 
established under the deans’ committee set-up? 

Dr. Magnuson. While the total costs have gone up, if we can handle 
two and a half times as many patients in the same number of beds, the 
cost per patient has actually gone down. We get them out faster. 

Senator Humpnrey. That is the practice in private medicine, too. 

Dr. Maanuson. Certainly. We want to perform the greatest 
service to the greatest number with the least expense. 

Senator Humpurey. I have some letters here, Doctor, that indicated 
what you had mentioned a while ago, pertaining to the VFW resolu- 
tion. And I am glad to get your explanation of this. I think it is 
very helpful. My local Veterans of Foreign Wars organization has 
been critical of the deans’ committee and critical, may I say, of your 
methods as the Chief Medical Director. 

Dr. Magnuson. Well, I have been accused of being dictatorial, and 
maybelam. I probably was a pretty dictatorial fellow when I was in 
private practice. Because people came to me and asked, ‘‘What shall 
Ido? What can youdo?”’ Itold them. And if they didn’t want to 
do that, that was all right with me. They could go and get another 
doctor. But if I was going to take the responsibility for it, that was 
my opinion. Now, I think any professional man does the same thing. 
And it may be considered dictatorial. But I wasn’t looking for any 
power. 

Senator Morse. Doctor, the deans’ committee program has the 
backing, does it not, of the American Medical Association? 
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Dr. Magnuson. So far as I know, Senator Morse, it has the back- 
ing of every good reputable medical man in this country. I haven’t 
heard one bit of complaint. I was told this by one of the great sur- 
geons of this country 5 years ago; and I had a letter from him within 
the past few weeks. And he said, “Paul, I don’t like to say ‘I told you 
so’ but if you will remember our conversation of 5 years ago I said: 
‘That is the greatest medical effort that has ever been made, and | 
think it has been handled magnificently, but it won’t last 5 years 
before it will begin to degenerate, because the bureaucrats will begin 
to move in on you and want to hold it and control it.’ ”’ 

So in this letter that I had from him about 2 weeks ago, he said, 
“Paul, you owe me a drink.” 

Senator HUMPHREY. That, of course, is the concern of this commit- 
tee. I can’t speak for the other members of the committee, but in 
my limited knowledge and information on this subject I am very much 
concerned about the breakdown of the kind of medical program that 
you have developed, the breakdown into a type of centralized medical 
direction, medicine from Washington to a patient out in Timbuctoo or 
Minneapolis or Birmingham, Ala., or Portland, Or eg. And I am con- 
cerned about the fact that we might get back to this old system of civil- 
service medicine. You know what I personally feel about that. 

Dr. Maanuson. I know. 

Senator Humpurey. I was on that conference committee when we 
exploded that proposal that was injected into the conference report to 
put the doctors and the technicians and the research people under 
civil service. I think it would be a major calamity. However, I 
think we have to be aware of the fact that there are many pressures at 
work here, and therefore what this committee is trying to outline for 
itself, and I hope for public nolicy, is either a statement of policy, a 
committee report, or, if need be, legislation, that will insure the kind 
of medical care that will live up to these high standards which have 
already been set. 

Senator Hitt. Doctor, let me ask you if you want to make any 
comment on this. I am quoting from General Gray’s testimony on 
page 31 of the stenographic transcript: 

The question that I put to you and the point that I make without fear of suc- 
cessful contradiction, sir, is that from the standpoint of the care of patients the 
Director of Medicine in the Veterans’ Administration and the doctor who may 
be the manager or may be the chief medical man in the hospital when the hospital 
is managed by a layman, known as the Chief of Professional Services, is supreme 
in the care of the patients. 

Dr. Maenuson. I don’t think anybody has told us where to put 
a stalin ‘ope or what kind of an operation to perform. They would 
be crazy if they did that. But when they begin to say to the men 
who come in from the outside, or our own people—for instance, this 
comes up. In Atlanta, Ga., we had in our regional office employed 
a psychiatrist from Emory University, who was assistant professor 
of psychiatry at Emory. And we employed her full time in our 
regional office, by agreement with Emory, the agreement being that 
she should be allowed to come back and give a course twice a week for 
3 months in the afternoon. In other words, it would take an hour 
or 2 hours of her time twice a week for 3 months during the year. 
That was the agreement. So the manager, on the old basis of civil 
service, said, ““‘She will have to have her time deducted for that.” 
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Well, we aren’t working under those civil-service rules. Because we 
were buying quality. We weren’t buying time. We aren’t moving 
shovelfuls of dirt from one place to another. We are taking care of 
patients. And hours don’t mean anything. If it is 12 hours, all 
right. If it is 6 hours, all right. “Is our work done, and done 
properly?”’—that is all our standard is. 

Our manager said, ‘No, we won’t let her go without deduction 
of time.”’ So the area medical director took it up, and still she was 
refused. Then he took it up with me. I wrote a memorandum to 
that manager and took it up to General Gray to sign. Because | 
had no authority over it; I had no authority ever to give a manager 
of a hospital or a manager of a regional office any orders within them. 
So I took it up. I told the Administrator the circumstances and 
said, ‘I wish vou would sign that. 1 wish you would send it out.”’ 
That letter is in these files too. 

And did he take my word for it? He did not. He called up the 
Chief of Personnel and said, ‘‘What is our policy on letting doctors 
go to give courses in medical schools without deductions?” He 
called George Sweet up and asked him that. He wouldn’t take my 
word for it. 

Well, George told him, “‘Sure. That is what we have been doing 
for the last 3 or 4 years. That is our policy.’’ So he signed it, and 
I took it down, but my word alone was not enough for him. 

Well, then when he orders his assistant administrators to go around 
and inspect hospitals, he spends up to $25,000, when we were short of 
travel money in our own hospital system, to send assistant administra- 
tors, some of whom came down and told me they had never been in a 
hospital except to go and visit a sick friend, on a tour around this 
country from Florida to Maine, from the east coast to the west coast, 
to inspect hospitals, when they didn’t know any more about hospitals 
than | did about insurance. But that was done with a definite pur- 
pose. And I am getting personal about this. That was to show 
Magnuson that it was the administrative department that was going 
to control hospitals, and not the medical department. 

Because that was just about the time that an article came out in 
the Saturday Evening Post which ended up, unfortunately, on this 
key: that this was going to resolve itself into a fight between the 
doctors and the administrators to see who would control hospitals. 
That was written by my friend, Mr. Sam Stavisky. I didn’t know 
anything about it until the thing was in print. But if you read the 
article, you would swear I had it written and paid for it, when I 
didn’t know anything about it in advance, and I give you my word. 
In other words the fight has not been as much of a secret as we may 
have thought. 

Senator Morsr. Mr. Chairman, I would like to ask the doctor 
another question along the line of one of my great concerns in con- 
nection with the medical care of veterans, which is related to this 
whole policy program, of making greater use of civilian doctors in 
the local communities in the treatment of veterans. Because I have 
been told by my doctor friends that there are therapeutic advantages 
in Many, many cases in treating the patient in his home town rather 
than taking him a hundred, two hundred, or three hundred miles 
away, and putting him in a veterans hospital away from family and 
friends; that it is not necessary to do that in order to get the proper 
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treatment; that he could get the treatment he needs in his home com- 
munity. So I would ask for your reactions to one of the recommenda- 
tions of the Hoover Commission report: that where you have a general 
medical patient, not a tubercular or mental patient but a general 
medical patient, who has an appendicitis operation, a gall bladder 
operation, or what not, the patient himself ought to be allowed a 
choice which would permit him to select both his local doctor and 
his local hospital, if he wants to go to his local hospital and his local 
doctor rather than be treated in a veterans’ hospital. What is your 
reaction to that recommendation? 

Dr. Maanuson. Well, any case of service-connected disability 
should have his own choice as to where he wants to go and where he 
wants to be and who he wants to take care of him. And I think he 
has, pretty generally. We have given him fairly free choice. Under 
the law, as it exists now, we have no authority to pay for non-service- 
connected disabilities. Because the law plainly says that if there is 
a vacant bed and the patient will sign a P—10, which is supposed to be 
pauper’s oath, which has been taken very lightly, as a matter of fact 
in most cases, he can receive hospital care only in veterans’ hospitals. 
Now, that explains one reason why many of the service organizations 
have been clamoring for more beds. Because if they have more beds 
that are vacant, they can more easily get service. I have been under 
very severe criticism from the service organizations because I said, 
“We can’t staff more than 120,000 beds.” That was 3 years ago. 
We have got 131,000 authorized, and in the foreseeable future we 
are not going to be able to staff any more than 120,000 beds. Now 
we have gotten up to 112,000, and we have five or six thousand beds 
standing vacant, including two new hospitals that we just spent $12 
million for down in West Virginia, that we don’t have a doctor in, 
or didn’t have when I left. 

Senator Morse. I have talked with doctors and people who are not 
doctors but who are interested in this question of public policy, and 
they have expressed some concern about a medical program of the 
Veterans’ Administration that will diminish the application of the 
policy of the deans’ committee which I understand to be one of using 
to the maximum existing civilian facilities of both hospitals and 
doctors. ‘The concern of these doctors and other people who have 
talked to me is that a further diminishing of the use of civilian hos- 
pitals and doctors increases the possibility of an extension of a system 
of State medicine to a very large percentage of our population, 
because the large number of veterans that we presently have is going 
to result in a few years in greater medical needs for these veterans, 
because the older they get the more medical care they are going to 
need. And with the movement on foot of taking care not only of the 
veteran but of his family, if and when that time comes, you will have 
just that many more in our population that will come under a form 
of State medicine, and there is need for checking that trend by making 
greater use, at economic cost to the veteran and his family, of our 
civilian doctors and our civilian hospital facilities. What is your 
reaction to that? 

Dr. Maenuson. I think some of our friends, Senator Morse, have 
the cart before the horse. The minute we begin to give unlimited 
treatment for non-service-connected conditions to the veteran, we are 
embarked on state medicine. It is questionable now whether we are 






; 
= 


NAPS OS 





MEDICAL CARE FOR VETERANS 77 


embarked on it, because we are limiting them to the vacant beds that 
are not taken up with service-connected disabilities for whom they 
were originally built. 

Senator Morse. But you just got through testifying that part of 
the motivation behind the requested program for more hospitals is 
in order to take care of non-service-connected disabilities. And when 
that program grows, you will be taking care of more and more of them. 

Dr. Maanuson. More and more. 

Senator Morssz. I am not passing judgment, in these comments, 

on whether we ought to take care of the non-service-connected 
disability, but I am raising the question as to how we should take 
care of those disabilities if and when we make that a matter of 
cone policy. And to that point I raise the question: Is it not 
possible to extend the policy of the deans’ committee to those dis- 
abilities at the local level, through the civilian doctor and the civilian 
hospital, rather than build more and more veterans hospitals for the 
care of those patients, which involve, so it is alleged, the danger of a 
great extension of state medicine? 

Dr. Magnuson. Of course, Senator, that involves so many angles 
It involves county care, State care, and town care. Now, how 
does one establish his entitlement to care in a local community? 
They all have social services that usually investigate these people, 
and if a man is a vice president of a bank he doesn’t go into his local 
town hospital and say, ‘‘T'ake me in, because I can’t afford to pay.”’ 
But on the other hand, there have been instances not too far away from 
some places where we all live, or have lived, where men of considerable 
means have taken advantage of the Veterans’ Administration vacant 
bed policy to go in and get service at the expense of the Government 
which they could not possibly have done in a smaller town, and gotten 
away with it. 

Now, I cannot answer your question, Senator, clearly, because the 
thing is so confused with so many things. All I can say is this: that 
anything that can be worked out to prevent paper pushing bureau- 
crats from getting control of the practice of medicine, as they have 
today in England, should be done. I have been there and have looked 
at it myself, in a little town, called Honiton, which has less than 1,500 
people, and I found four Government agencies in that town on the 
main street which were pushing various kinds of paper so that people 
could get glasses, hearing aids, rectal supports, and other things. I 
have no objec tion to any thing that this country wants to do in getting 
better medical care for patients. But as I asked a British M. P. who 
was over here, who was interested in their medicine over there: “Tell 
me this. What percentage ofthe money that is paid into your medical 
program goes for actual hospital care and actual medical care of the 
patient? I will bet you not over 40 percent of it goes into the care of 
patients. The rest of it goes into support of the bureaucracy.”” He 
wouldn’t answer my question. 

Senator Morse. Let me ask you this question, Doctor. I am 
interested, as far as this hearing is concerned, only in trying to help 
work out a program that will give to the veteran fully adequate med- 
ical care, which he needs when he is sick. I think that is the objective 
of all of us. I want to know, or want to be advised, as to whether or 
not we can best protect the health of the veteran by treating the 
veteran when he is ill if we carry out on a local level the medical policy 
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of the deans’ committee approach to this matter, or if we follow what 
appears to be the recommendations of service organizations that we 
should centralize more and more of this medical care in more and more 
veterans hospitals. 

Dr. Maanuson. Well, I think something can be worked out; and 
as far as I am concerned personally, I am in favor of it. If you 
will let me, I would like to send you a copy of a plan that I have 
worked out a number of years ago, which I think I sent to both 
Senator Hill and Senator Humphrey. I don’t recall whether you 
got a copy of it or not. But it contemplates just exactly what you 
are talking about, a spreading out of the effort of universities to 
spread good medical care over a whole State or even part of an adjoin- 
ing State that doesn’t have a medical school, or an integrated arrange- 
ment, so that we would have a spread on this thing that would cover 
the whole population. I don’t care whether the patient is a veteran or 
not. I don’t care what kind of a shirt a man ever wore. He is a 
patient, so far as I am concerned, and I am glad to take care of him. 
And our doctors feel the same way about it. We are only dealing with 
the top 20 percent of doctors in this Veterans’ Administration, and 
they are interested in taking care of sick people. 

Senator Morse. One more question, Mr. Chairman, on this point: 
To the extent that the service organizations are working for greater 
centralization of medical services in an increased number of veterans 
hospitals and a decrease in the application of the deans’ committee 
policy, they are working, as to those particular patients, veterans in 
this instance, for a program of governmental medical care for those 
patients. Is that not true? 

Dr. MaGnuson. That is true, sir. 

Senator Morsr. And therefore to that extent their program of 
medical care for veterans is somewhat inconsistent with any resolu- 
tions they may pass in opposition to governmental medical care for 
any other segment of the population, nonveteran? 

Dr. Maenuson. That is right, sir. 

Senator Hitu. Does the Senator mean to say that those two might 
rather come into what we call a head-on collision? 

Senator Humpurey. The irresistible force meeting the immovable 
object? 

Senator Morst. 1 would not consider those resolutions fitting 
subjects for a compatible marriage. 

Senator Hii. Doctor, you spoke about service-connected veterans 
choosing the hospital. Do you mean that today any veteran with a 
service-connected case can choose to go to his local hospital or any 
hospital he chooses? 

Dr. MaaGnuson. If he can show that it is his service-connected 
disability that compels him to go to the hospital. But many patients 
who have service-connected disabilities have other things happen to 
them, and they have been allowed to go for their service-connected 
disability, but when something comes up, and they make a request on 
a regional office that they be sent to this place in their town, the 
regional office has to satisfy themselves that they can authorize it 
on the basis of an increase or an aggravation of the service-connected 
disability, and that something else, like pneumonia or acute appendi- 
citis or an ingrown toenail has not come in, and that is not what they 
are going for treatment for instead of their service-connected disability. 
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Senator Hitt. Could a veteran with a service-connected disability 
go to some non-Veterans’ Administration hospital outside his own 
community, his own town? 

Dr. Maanuson. Oh, yes. We sent one man out to the State of 
Washington. He wanted to go. He thought somebody out there 
would cure him, and we haven’t been able to. And we told him that 
if he would pay his way—and his brother did pay his way—if he 
would go there and report to the regional office, we would write a 
letter to this hospital. And we wrote the hospital to take him in. 

Senator Hitu. It was a private hospital? 

Dr. Magnuson. A private hospital. 

Senator Hitt. He had the care there of a particular doctor or 
surgeon that he wished? 

Dr. Maaenuson. That is right. 

Senator Hritt. Who was not in any way connected with the Veter- 
ans’ Administration? 

Dr. Maanuson. That is right. 

Senator Humpurey. Gentlemen, do you have any more questions? 

Senator Hitu. I think this about it: As the chairman and Dr. 
Magnuson have both emphasized, this is not a question of personali- 
ties, but I think, for the record, there ought to be a little brief state- 
ment of Dr. Magnuson’s background and experience. He has had a 
very distinguished career before he came to his position with the 
Veterans’ Administration, and I should think a brief summary of 
that career ought to be in the record. 

Senator Morse. I think you should insert it in the record. 

(The supplementary material previously referred to, together with 
the biographical material, are as follows:) 


Paut Bupp Maenvson, M. D. 


gorn: St. Paul, Minn., June 14, 1884. 

Premedical: University of Minnesota. 

M. D.: University of Pennsylvania Medical School, 1908 

Honorary degrees: L. L. D., Baylor University, Houston, Tex., June 1950; 
D. Se., Duke University, Durham, N. C., June 1950. 

(Attending surgeon, Passavant Memorial Hospital, Chicago. 

Senior consulting orthopaedic surgeon, Wesley Memorial Hospital, Chicago. 

Professor of surgery and chairman, Department of Bone and Joint Surgery, 
Northwestern University Medical School, Chicago. 

Assistant to Dr. John B. Murphy, Chicago, 1909-12. 

\ssistant to Dr. William E. Schroeder, Chicago, 1912-17. 

Formerly chief surgeon, Chicago & Alton Railroad, and Chicago Junction Rail- 
road, 

First medical director, Industrial Commission of Illinois. 

Civilian consultant to Surgeon General, United States Army, 1941-46. 

Member: National Research Council, Committee on Orthopaedic Surgery, 
1941-46. 

Major, Medical Corps, 1917-18. 

\uthor of Fractures, published 1933, fifth edition published 1949; Section on 
Ununited Fractures, Orthopedic Subjects, by direction of National Research 
Council; numerous scientific articles, list of which is attached. 

secretary: American College of Surgeons. 

Regent: American College of Surgeons. 

President: American Association for the Surgery of Trauma, 1948. 

Founder member: American Board of Surgery. 

Fellow: American College of Surgeons and Southern Surgical Association. 

Member: American Surgical Association, American Orthopaedic Association, 
American Academy of Orthopaedic Surgeons, American Board of Orthopaedic 
Surgery, Clinical Orthopaedic Society, Chicago Orthopaedic Society, Western 
Surgical Association, American Association of Industrial Physicians and 
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Surgeons, American Association for the Surgery of Trauma, American Medical 
Association, Illinois State Medical Society, Chicago Surgical Society, Chicago 
Medical Society, Institute of Medicine of Chicago, American College of Phy- 
sicians, International Society of Surgery, International Society of Orthopaedic 
Surgery and Traumatology, and Association of Military Surgeons. 


LIST OF PUBLICATIONS 


Lengthening Shortened Bones of the Leg by Operation; Ivory Screws With 
Removable Heads as a Means of Holding the Two Bone Fragments. Lab. of 
Exper. Surgery, Univ. of Pennsylvania, 1908. Prof. of Undergrad. Med. 
Assn. of University of Pennsylvania, May 1908. 

Saline Proctoclysis Apparatus, With Description of the Apparatus as Used in 
Dr. John B. Murphy’s Clinic. 8S. G. and O., Feb. 1910, pp. 187-189. 

Use of Iodine in Traumatic Surgery. Railway Surg. Jour., Mar. 1911. 

Approximation of the Ends of Fragments in Fractures With Contraction of the 
Attached Muscles. Ann. Surg., Aug. 1911. 

Lengthening Shortened Bones of the Leg by Operation; Ivory Screws With 
Removable Heads as a Means of Holding the Two Bone Fragments. 8. G. 
and O., July 1913, pp. 63-71. 

Holding Fractures With Absorbable Material—Ivory Plates and Screws: A New 
Method. J. A. M. A., Oct. 25, 1913, vol. LXI, pp. 1514-1516. 

Operative Treatment of Fractures With Contracture of the Attached Muscles. 
Ill. State Med. Jour., Dec. 1913. 

New Mechanically and Surgically Correct Methods of Bone Grafting; Com- 
parison of Various Methods of Open Treatment of Fractures. 8S. G. and O., 
Nov. 1916, pp. 554-559. 

Backache, Acute and Chronic, From a Mechanical Standpoint. Read at the 
Ninth Annual Meeting of Joint Assn. of Surgeons of the Illinois Central and 
Yazoo & Missouri Valley Railroad Companies, Chicago, May 26, 1916. 

Backache, Some Disrupted Points in the Mechanics Thereof. Inter. Clinics, 
vol. IV, ser. 26, 1916. 

Mechanics of Fractures of the Os Calcis. J. A. M. A., Feb. 1917, vol. LX VIII, 
pp. 530-532. 

A Few Simple and Useful Methods in the Treatment of Fractures. Intern. Jour. 
Surg., Mar. 1917. 

Industrial Surgical Clinics. Intern. Clinics. J. B. Lippincott Co., June 1920, 
Mar. 1922. 

Internal Splinting of the Bone. Northwest Medicine, Dec. 1920. 

Economy of Proper Medical Treatment. Modern Medicine, vol. II, No. 12, 
Dee. 1920. 

Mechanics and Treatment of Fractures of the Forearm. J. A. M. A., vol. 78, 
pp. 789-794, Mar. 18, 1922. 

An Operation for Relief of Disability in Old Fractures of Os Caleis. J. A. M. A., 
vol. 80, pp. 1511-1513, May 26, 1923. 

Injuries to the Foot and Ankle. Intern, Clinies, vol. 1, ser. 33. 

Indications for Internal Splinting of the Spine. 8. G. and O., Jan. 1924, pp. 
112-117. 

Reasons for Lack of Positive Roentgen Findings in Many Cases of Low Back Pain. 
Am. Jour. Roent. and Rad. Ther., vol. XII, No. 1, pp. 15-23, July 1924. 

Protein Arthritis. Jour. Bone and Joint Surg., vol. III, No. 4, pp. 839-844, 
Oct. 1936. 

Fractures of Metacarpals and Phalanges. J. A. M. A., Nov. 3, 1928, vol. 91, 
pp. 1339-1940. 

Backache from the Industrial Standpoint. Jour. Bone and Joint Surg., vol. 
XIV, No. 1, pp. 165-169, Jan. 1932. 

Repair of Ununited Fracture of the Neck of the Femur. J. A. M. A., vol. 98, 
pp. 1791-1794, May 21, 1932. 

Simplification of the Treatment of Fracture. S. G. and O., Feb. 15, 1933 (read 
at Clin. Congress, A. C. 8., St. Louis, Oct. 1932) (no reprints). 

Fractures. J. B. Lippincott Co., Philadelphia (first edition, 1933; second edition, 
1936; third edition, 1939; fourth edition, 1942; fifth edition, 1949). 

Dislocation of the Shoulder (with Paul Greeley). J. A. M. A., June 2, 1934, 
vol, 102, pp. 1835-1838. 

Backache; A Symptom. Kans. Med. Soc. Jour., Mar. 1935. 

Examination of the Back. Surg. Clin. N. A., vol. XV, pp. 625, June 1935. 

Obtaining Union in Ununited Fractures of the Humerus. Jour. Bone and Joint 
Surg., vol. XVII, No. 4, Oct. 1935. 
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Fundamentals Versus Gadgets in the Treatment of Fractures. S. G. and O., 
Feb. 15, 1936, vol. 92, 276, 286 (fracture oration before Clin. Cong. of A. C.5&., 
San Francisco, Oct. 28-Nov. 1, 1935). 

Fracture of the Neck of the Femur; Evaluation of the Various Methods Advanced 
for Treatment. J. A. M. A., Oct. 31, 1936, vol. 107, pp. 1439-1444. 

Operative Treatment of Fractures. In Christopher’s Textbook of Surgery, first 
edition, 1936; second edition, 1939. 

Operative Treatment of Frectures. Il]. State Med. Jour., vol. 76, No. 5, Nov. 
1939. 

The Nicola Operation: An Analysis of Failures. Quarterly Bull., Northwestern 
Univ. Med. School, May 1940 (with J. K. Stack). 

Bilateral Dislocation of the Shoulder in Twins. J. A. M. A., May 25, 1940, vol. 
114, p. 2103 (with J. K. Stack). 

Report of 59 Consecutive Cases of Ununited Fracture of the Neck of the Femur. 
Surgery, 1940 (May) vol. 7, No. 5, pp. 763-772. 

Joint Debridement: Surgical Treatment of Arthritis. S. G. and O., July 1941, 
vol. 73, 1-9. 

Treatment of Ununited Fractures (for Army Manual, 1942). 

Recurrent Dislocation of the Shoulder. J. A. M. A., Dec. 4, 1948, vol. 123, pp. 
889-892 (with J. K. Stack). 

Differential Diagnosis of Causes of Pain in the Lower Back Accompanied by 
Sciatic Pain. Annals of Surgery, June 1944, vol. 119, pp. 878-891. 
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OcTOBER 22, 1948. 
Gen. CaRL Gray, Jr., 
George Washington Hotel, Jacksonville, Fla. 


Dear GENERAL GRAY: I made certain recommendations regarding the size and 
location of hospitals, one of which is a 500-bed hospital which was originally 
authorized at Chattanooga, Tenn. I talked with Senator McKellar in my office 
when he and a delegation came here to see me about a rumor that Nashville was 
going to be closed. Senator Stewart sat in my office 1% hours after the meeting 
and I told him about the plans. 

I recommended that Chattanooga be cut to 200, or at the most 250, beds and 
that the rest of the beds be saved for a permanent hospital at Nashville, at some 
future date, where we have a medical school. I find now, in conference with 
Colonel Dryden, that that hospital has gone up as a 500-bed hospital and that 
it is practically ready for the letting of bids. The work of making plans for a 
500-bed hospital is not inconsiderable, and I have to know if I am going to sit 
here and try to run a medical department, whether I am going to run it or whether 
somebody else is going to run it; and if something is overruled, I have to know 
the reason why. 

I hereby tender my resignation unless or until I am put in charge of the Medical 
Department solely and completely, to recommend to you what is to be done in 
regard to all phases of it. 

Sincerely yours, 
Paut B. Maanuson, M. D. 


Draft of Order Taken to Atlanta (All Copies) (October 27, 1948) 


Not signed—Administration kept. 
Longhand note: 


Section I, Public Law 293, provides that the functions of the Department of 
Medicine and Surgery shall be those necessary for a complete medical and hos- 
pital service to be prescribed by the Administrator of Veterans’ Affairs. 

In order to provide a more direct and unified control effective immediately all 
Assistant Administrators will be responsible to the Chief Medical Director for 
their respective operations in all hospitals and medical activities in regional offices. 

Deputy Administrator will be responsible to the Chief Medical Director for 
hospital operations and the functioning of medical sections in regional offices in 
their respective branches. 

Procedural details to place in effect the above directive will be issued at an 
early date. 
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OcTOBER 28, 1948. 

Personal and confidential. 
Gen. Cart R. Gray, Jr., 
Hote! Sheraton Bon Air 


Dear Caru: Enclosed is an organizational chart based on your present 
organization, whereby the Chief Medical Director can be responsible for all 
medical and hospital activities. 

This shows how the order which I gave to you yesterday can be implemented, 
and it will aid you in wording the order to meet the requirements of the Chief 
Medical Director and the Department of Medicine and Surgery. 

Sincerely yours, 


lugusta, Ga. 


Pau B. Maanuson, M. D. 


NOVEMBER 1, 1948. 
Gen. Cart R. Gray, Jr., 
Prince Charles Hotel, Fayetteville, N. C. 


Dear Cart: I have been doing alot of thinking as to how an order such as the 
one I gave you for signature last week, could be implemented without entirely 
upsetting and disrupting the existing organization. 

I have no desire to usurp the prerogatives of any Assistant Administrator, nor 
do I want to take on duties which are entirely foreign to medical matters. How- 
ever, to make this medical program click I know I must have authority to run 
the hospital system of the Veterans’ Administration, not only from a treatment 
standpoint, but from every angle which provides the necessary services and facil- 
ities for the care of patients. 

The benefits to veterans are dispensed by the VA through two major channels: 
the regional offices and the hospitals. Therefore, it would logical for you to have 
two principal lines of authority emanating from and to you, i. e., the Executive 
Assistant Administrator for Regional Offices activities other than medical clinics, 
and the Chief Medical Director for Hospitals. 

To effectuate such a system I believe it necessary for these two officials to be 
physically located adjacent to your office, and that all Assistant Administrators, 
Deputy Administrators, and others concerned take up matters involving hospitals 
and medical eclinies with the Chief Medical Director; and likewise, regional office 
and other administrative problems with the Executive Assistant Administrator. 
Both the Executive Assistant Administrator tand the Chief Medical Director 
should be cloaked with the greatest possible authority for approval or disapproval, 
referring to you only those items affecting basic policies. 

Such a plan is workable within our present organizational set-up and would 
require only the fullest cooperation on the part of Assistant Administrators, 
Deputy Administrators, and others, which I believe would be forthcoming without 
question. This also would relieve you of a tremendous burden of detail of opera- 
tions and allow you time for study of broad policy matters. 

The Deputy Medieal Director could well handle the operations of the central 
office, Department of Medicine and Surgery, functioning as another Assistant 
Administrator. 

In this manner the Chief Medical Direetor would be cognizant ot everything 
pertaining to the hospital program which requires action by the administrative 
office and would eliminate the difficulties which we have experienced, leading tu 
mv decision either to control all hospital activities or to quit. 

This plan would meet the objections which I have to the present arrangement, 
and if approved, I would gladly continue to serve as Chief Medical Director. 

Sincerely yours, 
Paut B. Maanuson. 


[Proposed directive submitted to Chief Medical Director for approval] 


NOVEMRER 1948. 
OFFICE MEMORANDUM 


lo: Executive Assistant Administrator. 
From: The Administrator. 
Subject: Supervision of field operations. 
As a result of my studies of the Veterans’ Administration in Washington and 
the field, I have determined to abolish branch offices as such for the purpose of 
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increasing efficiency in operations and to avoid the overlapping of responsibilities. 
To that end my decisions are as follows: 

1. Effective January 1, 1949, the responsibility for the administration and the 
supervision of the various units of organization operating at field stations is 
transferred from branch offices to their respective organizations in central office. 

2. Managers of regional offices, hospitals, and centers shall be responsible to 
the Administrator for the efficient administration and performance of all activities 
which are assigned to such field stations and the application of policies and proce- 
dures which have been approved by the Administrator and the Executive Assistant 
Administrator. 

3. The Chief Medical Director is vested with full authority to determine policy 


on all matters relating to the medical and hospital care of veterans within the 


limits of the existing law and regulations. All hospital managers and regional 
office managers will report to the Chief Medical Director on all matters concerning 
the medical care of veterans. All managers are authorized to report directly to 


Assistant Administrators on all matters coming under the jurisdiction of the 
respective Assistant Administrators. 
1. All matters which, prior to January 1, 1949, required the prior approval of a 


Deputy Administrator shall, subsequent to December 31, 1948, require the prior 
approval of central office: however, corresponde nee with cer tral offies relative Lo 
matters which have been decentralized to field stations should be kept to an 
absolute minimum, 

5. All personnel in branch offices are hereby assigned to their respective 


organizations in the central office. 

6. The foregoing will not affeet death claims and NSLI operations which will 
continue as heretofore at the 13 loeations. Regional offices will be established at 
Richmond, Va., and Columbus, Ohio. In those cities where there are insurance 
and death claims activities, the regional office and the insurance and death claims 
activities will be under the supervision of one manager. 

Carb R. Gray, Jr. 


NOVEMBER 9, 1948. 
To: Executive Assistant Administrator. 
From: Chief Medical Director. 
Subject: Attached memorandum, Supervision of Field Operations. 

With reference to the attached proposed memorandum and also in accordance 
with our telephone conversation of this morning, the provisions of the memo- 
randum are satisfactory to me if the following changes are made: 

1. In paragraph 2 add “Chief Medical Director’ after Executive Assistant 
Administrator in the last line. 

2. In paragraph 3 insert after the first sentence the following: ‘“‘Medical care 
of veterans shall be considered to include all hospital and regional office clinie 
operations as well as professional care and examination of veterans.” 

3. In paragraph 3 after the last sentence add the following: ‘‘However, the 
final decision on items affecting the medical care of veterans will be made by the 
Chief Medical Director.” 

Pau, B. Maanuson, M. D. 


NOVEMBER 9, 1948. 


Dear Cari: Enclosed is a copy of a memorandum which I have forwarded to 
Major Clark today and which I have talked to him about over the telephone. 
I think you have done a swell job. I added these little words to clarify in the 
minds of those who read it the things which you had in your mind when you 
wrote it. I am sure that we agree on policy. I am also sure that if the people 
in the VA want this thing to work, it will work as well as this plan of yours and 
as well as anv other that can be devised. 

I have told you and the other Assistant Administrators I am not looking for 
any more power and I am certainly not looking for any trouble. I certainly 
don’t want to run any other department. Up to now there has been absolutely 
no conflict personally between me and any of your Deputy Administrators and 
I see no reason for any. I want to make one thing clear however, and that is 
that under this arrangement, I will never be willing to have a regional manager 
have any authority over a hospital. Neither will I be willing to have a hospital 
manager have any authority over a regional office. Our experience is that they 
cannot be mixed. However, if there is a regional office and a hospital in the 
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immediate vicinity, I see no reason why the regional manager should not request 
his supplies through a supply officer in a hospital. Inasmuch as supplies are 85 
percent purchased for the benefit of the hospital, I can see no reason for having 
two supply officers. I believe the same thing can be done with personnel and 
finance. If the engineering officer is capable and a regional office is close to a 
hospital, I see no reason why there should not be one engineer officer in charge of 
maintenance of the hospital and the regional office, but past performance has 
firmly convinced General Hawley and me both, as well as others in the Medical 
Department, that it does not work the opposite way around. 

I am anxious to have this order issued and get going. I think it will be a 
very constructive move and I don’t believe you will ever be sorry for it. I will 
cooperate in every possible way and any problems of policy which come up for 
discussion with your Assistant Administrators which cannot be settled between 
us will be brought to you and you can decide them yourself. When you have 
decided them and issued the order, I will be glad to cooperate, but I want first to 
keep out of trouble, not to spend all my time getting out. 

Sincerely, 
Paut B. Maenuson, M. D. 


Brioxi, Miss., November 20, 1948. 
Personal and confidential. 


Dr. Pact B. MaaGnvuson, 
Washington, D. C. 

Dear Pav: Major Clark sent me quite a file in connection with a suggested 
manner of announcing changes in organizational set-up, with particular reference, 
of course, to the possible decision incident to the elimination of the branch office 
organization, and containing therein, likewise, a declaration of policy with respect 
to the medical department. 

When I announced that I was going to make a trip of visitation to each of the 
installations of the Veterans’ Administration and that I would make no major 
change in operating procedure or organization until I had seen it all, that state- 
ment met with universal approval from the President of the United States on 
down. I haven’t vet seen approximately one-third of the installations, including 
the two branch offices at Dallas and San Francisco, and I am, therefore, writing 
Major Clark today that we will not make any announcement until I return, 
which will fulfill 100 percent the statements that I made in April and May. 

I am sure that you know that that’s the correct decision to make, and I have 
only made it after 4 or 5 days of constant study and most deliberate thought, 
and without, shall I say, discussing it with anyone but myself. That’s only 8 
weeks away, and it will be the first order of business and the first announcement 
of major importance that I shall make after I have fully discussed it with the 
President. 

So, Paul, carry on as we are, for many things about which you were ‘‘exercised”’ 
are being ironed out every day, and the basic final set-up for the medical care of 
sick patients, will be, Iam sure, the right one when we come to our final decision. 

Sincerely, 


‘ 


Car. R. Gray, Jr., 
Administrator. 


FEBRUARY 16, 1949, 
To: The Administrator. 
From: Chief Medical Director. 
Subject: Organization and Functions of the Department of Medicine and Surgery. 

1. On February 11, 1949, following a meeting in your office during which we 
discussed problems relative to area medical directors, I delivered for your approval 
a memorandum summarizing the conversation and conclusions. This memoran- 
dum supplements other material which you have been furnished on the captioned 
subject. 

2. In order that I may proceed further in the appropriate organization of my 
office it is requested that you furnish me a more detailed outline of your concept 
of the responsibilities, objectives, and functions of the department of medicine 
and surgery. It would be particularly helpful if I could be given illustrative 
charts or outlines bearing on this subject with special reference to the relations 
of my office to other offices of the Veterans’ Administration in all matters per- 
taining to hospitals and clinics. 
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3. I consider it urgently necessary that I be given this information as early 
as possible in order that I may intelligently plan some organizational changes 
within the department of medicine and surgery which I have long considered 
necessary and in order that I may serve more effectively by reason of having a 
clearer picture of my responsibilities and authority. 

PauLt B, MaGnuson, 





DECEMBER 7, 1948, 
Mr. Car. R. Gray, Jr., 
Administrator of Veterans Affairs, Washington, D. C. 

Dear Mr. Gray. The special medical advisory group was in session on Decem- 
ber 6, 1948, and, among other items on the agenda, considered certain adminis- 
trative problems in the Veterans’ Administration bearing on its medical activities. 

A subcommittee of the group was appointed to study this matter and submit 
a report to the group. ‘The following report of the subcommittee was approved 
unanimously by the entire group, with instructions to me as chairman that the 
report be brought to your early attention for vour consideration: 

“At the last meeting of the Special Medical Advisory Council 3 months ago, 
the attention of the Council was called to certain administrative problems in the 
Veterans’ Administration, which appeared to require study of the Council, in 
order te give proper advice to the Administrator with respect to the program of 
medical care offered to the veterans of this country. Taking cognizance of this, 
Dr. Mayo, the chairman, appointed a subcommittee to investigate this problem 
and report at this mecting. Your committee has done this and, in addition to 
making a study of the administrative structure of the Department of Medicine 
and Surgery during the past 3 months, it has spent the past 3 days in Washington 
in a more intensive study of the problem. 

“Your appointed committee consists of Dr. Stewart Rodman, Dr. G. W. 
Brugler, and Dr. Roy Kracke. During the past 3 days, your committee has 
held conferences with the Chief Medical Director and other members of the 
organization pertinent to this problem. Part of the time Dr. Mayo has been in 
attendance. In consideration of the problem it soon became obvious to the 
committee that the study could not be confined solely to existing activities of the 
Department of Medicine and Surgery, but more important, their relationship to 
other departments. 

“First, we would like to record our impression that the veterans of the United 
States are receiving medical care of a high quality and second to none in this 
country. Indeed, this is the subject of favorable comment throughout the country. 
Therefore, we wish to record our confidence in the administrative officials of the 
Department of Medicine and Surgery, whose policies have resulted in this high 
level of medical care for the veterans. We note, however, that this has been 
accomplished not because of existing administrative pattern but, rather, in spite 
of it. In an over-all survey of the responsibilities of the Veterans’ Administration 
as a whole, it is at once apparent that the Department of Medicine and Surgery 
is responsible for a major share of administrative activities. 

‘At this point it became necessary to define what is meant by ‘complete medical 
and hospital service’ for the veteran. In the opinion of this committee this must 
include not only responsibility for professional care, but also over-all managerial 
responsibility for all ancillary services including the physical plants in which 
medical care is offered, and all service facilities in support thereof. We have found 
that, although the Chief Medical Director is responsible for the medical care of 
the veteran in all of its phases, he is not cloaked with the necessary authority 
with which to properly exercise his function. For example, although he is respon- 
sible for the quality of medical care, the installations in which medical care is 
offered are frequently in whole, or in part, under other administrative direction. 
For example, in the veterans’ hospitals throughout the country, the Chief Medical 
Director is responsible for appointments and the work of doctors, dentists, and 
nurses. He has virtually little control over the appointment and activities, tenure 
and discipline of the large group of auxiliary medical personnel that serve in the 
medical installations. This applies even to groups of administrative importance 
and responsibility, such as the lay managers of veterans’ hospitals, who are 
responsible for administrative direction to the deputy administrators rather 
than to the Chief Medical Director. 

“Furthermore, the Chief Medical Director does not have control over other 
hospital activities such as purchasing, fiscal matters, recreational facilities, etc., 
that are a part of the average veterans’ hospital. This situation is not good 
administrative practice. Some one official in the Veterans’ Administration should 
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carry the total responsibility for offering good medical care to the veteran. This 
responsibility should not be spread amongst a large group of people. In any 
organization this results only in conflicts, irritations, annoyances, disagreements 
and, ultimately, disintegration of medical staff morale. 

“Tt is the belief of this committee that such disintegration is now beginning 
to appear in the Department of Medicine and Surgery. Therefore, it is our 
belief that administrative changes should be considered by the Administrator that 
would prevent this and, furthermore, strengthen the administrative pattern of the 
organization. 

“At this point your committee considered the question of whether or not 
it is within the purview of the special medical advisory group to recommend 
major organizational changes. In conformity with Public Law 293, Seventy- 
ninth Congress, chapter 658, section 12, it was deemed appropriate to suggest such 
changes. 

‘The committee then studied the general organizational pattern of the Veterans’ 
Administration. We found, somewhat to our astonishment, that under the 
direction of the Administrator and Executive Assistant Administrator, there has 
been created and is operating 12 divisions of activity, each under the direction of 
an Assistant Administrator, of which the Chief Medical Director is one. It became 
readily apparent that certain of these divisions are cloaked with very heavy 
responsibilities, whereas others are service organizations only. This study reveals 
that, by act of Congress, the veteran is entitled to receive certain benefits which 
ean be roughly divided into four major categories. These are as follows: (1) The 
Division of Insurance, (2) the Division of Claims, (3) the Division of Medical 
Care, (4) the Division of Vocational Rehabilitation. It is the belief of this com- 
mittee that all of the activities of the Veterans’ Administration could justifiably 
be placed in these four major divisions, which would ultimately become three 
divisions, since the program of vocational rehabilitation will probably come to 
an end in a matter of some 5 years under present law, and such activities as 
remain in that Division would be primarily of a medical nature and its activities 
could then be transferred to the Division of Medical Care. Furthermore, the 
activities of the remaining eight divisions that are at present constituted with 
equal rank should then be placed under these four major divisions. 

“Such an organizational pattern, therefore, would result in the Administrator 
at the upper level, then, under his direction, an Executive Assistant Adminis- 
trator, then, at the next level, the chiefs of the four divisions. These chiefs could 
be given appropriate titles, but their situation would be comparable to that of 
four vice presidents in an industrial corporation. Each of these four divisions 
should be autonomous, and yet related, units, and the proper authority should 
be vested in the division chiefs, so that each becomes responsible to the Adminis- 
trator for the activities in his division. It is the belief of this committee that 
such an organizational pattern would be followed by increased efficiency, would 
result in a substantial saving of public funds, would more properly place responsi- 
bility in a centralized manner, would minimize the development of frictions that 
inevitably occur, and would do much toward preserving the morale of the large 
group of people who are now engaged in giving medical care to the veterans. 

“Tf some reorganizational plan similar to this is not adopted, it is the fear of 
this committee that the general level of medical care offered to the veteran may 
slowly disintegrate and reach a level such as that which existed prior to World 
War IT, when it assumed the aspects of a national scandal. 

“The committee has studied the law under which the Administrator conducts 
the affairs of the Veterans’ Administration, and it is our belief that new Congres- 
sional legislation is not required to effect these changes, but that the Administrator 
is now sufficiently cloaked with congressional and executive authority to make 
such changes, if he so desires. 

“The committee moves the adoption of this report, and moves that it be trans- 
mitted to the Administrator of Veterans Affairs through the Chief Medical 
Director.” 

Sincerely yours, 


CHARLES W. Mayo, M. D., 
Chairman, Special Medical Advisory Group. 
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Extracts From MINUTES OF THE QUARTERLY MEETING OF THE SPECIAL MEDICAL 
Apvisory Group, WasurncTron, D. C., Marcu 14, 1949 


’ 


Dr. Charles W. Mayo, chairman called the meeting to order at 9:30 a.m. The 
following members were present: Dr. Mayo (chairman), Dr. Christie, Miss 
Cockerill, Miss Densford, Dr. Hunseher, Dr. Hunt, Dr. Kracke, Dr. Kimbrough, 
Dr. Middleton, Dr. Rodman, Dr. Shands, Dr. Vail, Dr. Vovles. 


APTERNOON SESSION 


Dr. Mayo. Well, let’s have the meeting come to order and the whole purpose 
of this, of course, is for us to, as a group and as individuals, understand and try to 
straighten out in our minds exactly what the policy is to be and be of any help 
that we can to the end for our functions as an advisory group 

General Gray. Dr. Mayo, may I make one additional statement that I don’t 


think I made myself clear on this morning possibly. I just want to leave this 
fact with you people now, that there has been no change in procedures, no change 
in anything that has been going on for the past 14 months n reality this whole 
thing was ata discussion level. There has been no order issued, there has been 


nothing done except the elimination of the branch supervisory organization. 
That may clarify many things in your mind. I just happened to realize that as 
I sat down at my desk upstairs to gobble a sandwich. Unfortunately this thing 
has gotten out into the realms of the public as evidenced by the articles appearing 
in the newspapers due to too much talk among people who didn’t know anything 
about what the real issue was. There has been no change, period! Does that 
clarify in your minds a lot of things? I don’t know why I didn’t think of that 
before. There is another angle that I thought about and that is the suggestion 
made down here as to illustrations about the Surgeon General. Rightly or 
wrongly, and in keeping with the little pleasantry I had here that there are a 
lot. of things in the law—I correspond in the eves of the law to the Surgeon General. 
Rightly or wrongly that’s fact. All the authority is vested in the Administrator 
and it’s only in delegation of authority to carry out his responsibilities. 

Dr. MippLeron. Are you not Chief of Staff? 

General Gray. No, sir. 

Dr. Mipp.Letron. I thought you had many other functions 

General Gray. I have but no one else is vested with those except me. I am 
in your illustration the Surgeon General. We’ve got to get the concept of this 
thing clearly before us and without predetermined notions based on not a full 
comprehension of the facts. The law specifically specifies, as I tried to indicate 
a moment ago, this is the second time in my life that I’ve had that type of a 
set-up, nowhere else in Christendom that I know of, that the administrator shall 
do so and so, the administrator shall do so and so, just as I tried to illustrate this 
morning when I said that during the war all the orders issued were that the Director 
General should do so and so, so that when you make any comparison in the basic 
responsibility here you’ve got to recognize that it is vested by law in the adminis- 
trator. What we’ve got to determine is how the authority to carry out that 
responsibility shall be delegated. Does that clarify many things in your mind? 


Marcu 14, 1949. 
Mr. Cart R. Gray, Jr., 
Administrator of Veterans’ Affairs, 
Washington, D. C. 

Dear Mr. Gray: First, our council wishes to express its deep appreciation 
for your courtesy and deep interest in the problems of the Department of Medicine 
and Surgery. Weare conscious of your intense interest in these problems and the 
significance that you attach to them. 

We recognize the fact that you are activated solely by a desire to give the 
veteran the very best medical care and that you are willing to make any adminis- 
trative changes to effect that result. 

We are appreciative of the fact that you have traveled extensively in order to 
acquire first-hand knowledge with respect to these problems. 

The council has considered the medical problems in the Department of Medicine 
and Surgery and has given special consideration to the organizational pattern. 
In this connection we again would ask you to consider our recommendations under 
date of December 6, 1948, in which we strongly urged a pattern of organization 
developed to delegate more authority to the Chief Medical Director. We wish to 
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reaffirm our position in this matter and respectfully urge you to take whatever 
action is necessary to accomplish this. 

We especially ask you to take steps to give the Chief Medical Director more 
authority over the operation of the Veterans’ Administration hospitals. 

It is the belief of our committee that the program of medical care can be sub- 
stantially improved by taking this action. 

Realizing that you are soon to declare the position of the Department of Medi- 
cine and Surgery with respect to recommendations in the Hoover report, we offer 
our services in any capacity inJwhich you may see fit to call upon us. 

Sincerely yours, he 
CHARLES W. Mayo, M. D. 
Chairman, Special Medical Advisory Group. 


eA 
Apri 18, 1949, 


Dear Car: Our very pleasant discussion on Saturday has given me a couple 
of fairly sleepless nights. 

From a business standpoint, I am sure that your scheme would work in any 
business institution and I am sure that it would work while you and I are here. 
However, when you look at it closely it seems that we are completely reverting 
to the old Hines administration scheme of putting the Medical Department in 
the hands of the administrative department when you have the medical head of 
the hospital and all the professional people in that hospital reporting to the 
manager and the manager reporting directly to the Administrator. 

Civil Service never wanted us to get out from under civil-service rules and 
regulations. I have no doubt, and never have had any, of your honesty and 
sincerity and I believe that while you and I are here we can make this thing work 
no matter what the organizational chart showed. The situation is entirely 
different in Government than it is in civil life. You have been fighting certain 
civil-service regulations and you believe that you can lick them and I hope that 
you can. However, until civil-service regulations are changed, I am not willing 
to appoint any lay managers to whom the Medical Department is entirely respon- 
sible. If the function of the hospital is to take care of sick people, then the people 
in charge of those hospitals should be the ones who know how to take care of sick 
people. Every function in the hospital should be aimed at that. The fellow who 
receives the orders from the Administrator is going to be the head of the hospital 
regardless of whether he is a layman or a doctor. 

The Administrator can send his orders through the Chief Medical Director as 
well as he can through the Assistant Administrators and if he doesn’t believe the 
Chief Medical Director is capable of running the hospitals then he should get 
another Chief Medical Director. If he does not think the Chief Medical Director 
is loyal to his job and is going to defend the Administrator’s policy, then the 
Chief Medical Director should not be in his present position. 

I have no idea that you and I are going to differ on policy. We have not so 
far and a good many things have come up. I am fully aware that this is a joint 
effort. I know that I would not have the support of the medical profession or the 
men who have given so much of their time and energy in building up this program, 
if the Medical Department was not given the responsibility of administering these 
hospitals. 

I have no doubt that I am going to be asked in the comparatively near future 
what has been done in the way of any change. Right now I am prepared to say 
that we have not done anything because of the necessity for getting straightened 
out in the present reorganization. I am not willing and I don’t think I ever will 
be, and I am sure the rest of the medical profession is not willing, to encourage the 
possibility of a civil-service bureaucracy again getting a hold on the practice of 
medicine, which they had before and which they will take again if given the 
opportunity. In other words, it resolves itself down into looking back into 
history and seeing what has always happened. It doesn’t mean a lack of con- 
fidence in the Administrator or the administration or the good will or honesty 
of the people presently involved. It simply means that bureaucracy has a 
tendency, as exhibited over many years, to gradually take over the control of 
national life. I would not be loyal to my patients or my profession if I did not 
point this out to you and hold fast. It makes it doubly hard because I am con- 
vineed that you want to do the right thing when you promote this policv. You 
will have to give me credit for feeling the same way about my own stand. 

This letter is being written in confidence and the only copy of it will go home to 
my own files. I am still waiting for the organizational diagram and the order 
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which you are going to write. I wanted vou to know my feelings before vou 
started to write it. 
Sincerely, 
Pavt B. Maanvson, M. D. 


APRIL 27, 1949. 
To: The Administrator. 
From: The Solicitor. 
Subject: Public Law 293, Seventy-ninth Congress. 

1. This office is in receipt of a memorandum from the Chief Medical Director 
dated April 6, 1949, presenting several questions regarding the responsibilities and 
funetions of the Chief Medical Director under Public Law 293, Seventv-ninth 
Congress. 

Question (a) reads as follows: ‘In accordance with the provisions of Public Law 
293, is the Chief Medical Director charged with the responsibilities and assigned 
the functions of recruitment, placement and other personnel management metters 
with respect to all personnel in VA hospitals and in the medical divisions of re- 
gional offices, subject only to the provisions of law and the otherwise undelegated 
authority of the Administrator?” 

2. It is the opinion of this office that the statute does not place directly upon 
the Chief Medical Director the responsibilities and funetions of reervitment, 
placement, and other personnel management matters, with respect to all person 
nel in hospitals and in the medical divisions of regional offices. It must be kept 
in mind that everv benefit granted by veterans’ laws is the responsibility of the 
(Administrator of Veterans’ Affairs. The Department of Medicine and Surgery 
is merelv one, albeit a very important, instrument in his hands for discharging 
such responsibility. 

3. The statute establishes the Department of Medicine and Surgery, under a 
Chief Medical Director, and provides that its functions shall be those necessary 
for a complete medical and hospital service to be prescribed by the Administrator 
for the medical care and treatment of veterans. It retains in the Administrator 
the responsibility for the service ‘‘pursuant to this act, other statutory authority 
and regulations established pursuant to law,’ keeps with him the appointing 
power, and makes,the Chief Medical Director the operations officer, directls 
responsible to the Administrator. (See opinion of this Office, Jan. 22, 1946, 
84 Sol. 126.) The process of obtaining a supply of qualified eligibles for appoint- 
ment in the service is not mentioned in the statute, although section 6 provides 
that appointment of doctors, dentists, and nurses shall be made only after the 
qualifications outlined in the act have been satisfactorily met in accordance with 
regulations prescribed by the Administrator, without regard to civil-service 
requirements, and section 11 provides that other classes of personnel shall be 
appointed under civil-service laws, rules, and regulations. It seems implicit that 
civil-service employees be recruited and employed in the usual manner, and that 
profession medical personnel may be secured by other means and certainly other 
procedures. However, recruitment of all classes of personnel could be accom- 
plished by or for the Department (or by and part for) in the discretion of the 
\dministrator. Sinee placement and other internal management matters directly 
involving the performance of strictly medical functions arise after appointment in 
the Department it would seem that these two functions as a general rule would 
naturally fall into the field of ‘operations’? mentioned in section 3 (a) and they 
would therefore be functions of the Chief Medical Director with direet responsibil- 
tv therefor to the Administrator. These matters are also subject to regulations 
prescribed by the Administrator (ef, sec. 6 on promotions and sec. 7 on hours, 
onditions, and leave of doctors, dentists, and nurses). 

$, Question (b) reads: ‘In accordance with the provisions of Publie Law 293, 
s the Chief Medical Director charged with the responsibilities and assigned the 

inctions of standardization, procurement, storage, and issue of supplies for VA 
ospitals and the medical divisions of regional offices, subject only to the provisions 
of law and the otherwise undelegated authority of the Administrator?”’ 

The answer to this question involves, first, an answer to the question ‘‘Whrat is 
necessary in the opinion of the Administrator to accomplish the purpose of Public 
Law 293 to provide a complete medical and hospital service, and to discharge the 
responsibilities placed upon him by statutes.’”” Certainly the standardization of 

ipplies to be used solely in the medical care and treatment of veterans is a 
funetion peculiarly within the jurisdiction of the medical profession and thus a 
funetion of the Chief Medical Director. However, the procurement of these 


f 








90 MEDICAL CARE FOR VETERANS 


supplies, in the sense of actual contract for and purchase, would not necessarily fal 
into the functions of the Department, nor would their storage and issue, althoug! 
local safekeeping and issue for immediate use and administration medically would 
seem to be wholly a medical function. As for the standardization, procurement 
storage, and issue of nonmedical supplies, used by other divisions of the Admin 
istration as well as hospitals and medical divisions of regional offices, one coul: 
scarcely reach the conclusion that the act authorizes a division of these operation 
so that the Chief Medical Director would perform them for the Department of 
Medicine and Surgery while some other unit accomplished them for the rest of thi 
agency. 

5. Question (c) reads as follows: ‘‘In accordance with the provisions of Pub 
Law 203, is the Chief Medical Director charged with the responsibilities ar 
assigned the functions of supervision and conduct in VA hospitals of those activ 
ties now designated ‘special services,’ subject only to the provisions of law and t} 

therwise undelegated authority of the Administrator?” 

Aside from canteen functions authorized by statute, and which are administra 
tively—not medically—indicated, it is clear that most of the functions now per 
formed as ‘‘special services’’ are legally justifiable only upon the ground that the 
are necessary incidents of medical care and treatment. Hence they naturally fa 
within the field of ‘‘operations of the Department” for which the Chief Medica 
Director is charged with responsibility, and therefore might well be placed ther 
by the Administrator. 

6. Question (d) reads as follows: ‘‘In accordance with the provisions of Pub 
Law 293, is the Chief Medical Director charged with responsibilities correspondir 
to those of the Surgeon General of the Army and the Surgeon General of the Nav 
to run a complete medical and hospital service?” 

Examination of the statutes providing for the establishment of the Surgeor 
General of the Army and the Surgeon General of the Navy furnishes little basis 
for a comparison of the real responsibilities of these officers and the Chief Medi 
Director. In the Army the Quartermaster General is charged with the purchas 
and procurement of all supplies of standard manufacture and of all supplies com- 
mon to two or more branches, but not with the purchase or procurement of special, 
or technical articles to be used or issued exclusively by other supply departments 
and with the storage and issue of supplies. ‘Technical articles used or issued 
exclusively by other branches of the service may be purchased or procured wit! 
the approval of the Assistant Secretary of the Army by the branches using o1 
issuing such articles. The chief of each branch may be charged with the storag 
and issue of property pertaining thereto. The statutes governing the medica 
corps deal with the organization, that is, the number and appointment of medica 
officers, and their assignment to duty (which is by the Secretary of the Army 
etc. Nothing is contained in the statutes outlining functions of the Surg: 
General of the Army. 10 U.S. C. A., chs. 6, 7). 

In the Navy the functions of the Bureau of Medicine and Surgery, like ot! 
bureaus, are fixed by the Secretary of the Navy (5 U.S. C. A. 429), except for t 
Dental Division, which is the subject of special statute (5 U.S. C. A. 456 b, e 

7. In what has been said it is not intended to imply that no authority exist 


for the Administrator to set up a wholly self-contained medical and hospit: 


service, but only to indicate that Public Law 293, supra, does not require him 
do so. Independently of said act, authority (deriving from the W. W. V. Act 


exists to establish complete services—mediecal, insurance, ete or an integrat« 
administration. Strict cost accounting—even management—would be enhance 
by self-contained service organization; but economy and uniformity of resu 
dictate an integrated administration. The Veterans’ Administration (Burea 


has been an outstanding example of good governmental operation in this respect 
for over a quarter century. 

In short, the answer to the stated questions is that the Administrator is respo! 
sible for all functions prescribed by veterans laws, and the Department of Med 
cine and Surgery is responsible to the Administrator for all medical functions 
There is no well-defined dividing line between medical functions and administra 
tion. Some things are obviously the one, some the other. Some things obvious 
must be decided by trained professional practitioners, others by persons adminis 
tratively experienced—else the chief executive himself must be a doctor. 

Finally, in my opinion, the very genius of the fact is that administrative co: 
siderations must not—and indeed they need not—prevent the best medica 
service the science and practice of medicine can prescribe. 

Epwarp E. Ovom 
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May 10, 1949. 
To: Chief Medical Director. 
From: The Administrator. 
Subject: Public Law 293, Seventh-ninth Congress. 

[ can neither understand nor see any justification for your request upon Mr. 
Odom to give his legal opinion on your legal responsibilities as evidenced by 
the attached reply which he has properly addressed to me and which I now for- 
ward to you. 

Will vou please advise me why you made this request of him, and, secondly, 
whether the inspiration to ask for it sprang from you or from some member of your 
staff, and if so, who that member is. 


Cart R. Gray, Jr. 


May 26, 1949 
To: The Administrator. 
From: Chief Medical Director. 
Subject: Public Law 293, Seventy-ninth Congress. 

1. Your memorandum of May 10, concerning my request on Mr. Odon 
interpret Public Law 293 for me, would have been much more of a surprise i 
had not handed it to me and if we had not had a chance to discuss it on the spot 
However, that discussion did not last long enough to give you a clear idea of 
why I asked for this and what I am going to do with it. 

2. You asked me in your memorandum whether the inspiration to ask for the 
opinion sprang from me or from some other member of my staff. The sub- 
mission was made entirely at my direction in order that certain questions in my 
mind could be clarified. I have not talked to any other member of my staff 
about my relations with you and I need no inspiration for this particular phase 
of running the Medical Department. I am entirely responsible for it and I 
intend to be entirely responsible for it in the future. 

3. In the first place, | would not know whom to ask for an interpretation of 
the law concerning veterans’ affairs except the Solicitor and I could see no reason 
then and I see no reason now why I should have sent this request through the 
Administrator, inasmuch as I am in constant correspondence and conversation 
with your various assistant administrators. I wanted an interpretation of what 
my responsibilities as Chief Medical Director are under Public Law 293 because 
I have not been and I am not now satisfied with the situation in which I find 
myself. The Chief Medical Director has no administrative control over hospitals 
whatsoever and I cannot now reconcile myself, nor do I see any prospect of future 
reconciliation, to an organizational set-up which is entirely out of line so far as 
the Medical Director is concerned. 

!. So far as I am concerned, I have never been able to see why you felt that the 
organizational line should have a direct communication between vou and the 
hospital managers. Without changing anything, except on paper, the line of 
authority could be transmitted through the Chief Medical Director to the mana- 
gers, whether they be lay or medical, without interfering in the present functions 
at all. Lam perfectly sure that most people think I am in charge of the hospitals 
People in Congress certainly do—at least all of them I have talked to. 

5. Your attention is called to the next to the last paragraph in Mr. Odom’s 
opinion, from which I quote the following: 

“There is no well-defined dividing line between medical functions and admin- 
istration. Some things are obviously the one, some the other. Some things 
obviously must be decided by trained professional practitioners, others bv per- 
sons administratively experienced—else the Chief Executive himself must be a 
doctor.”’ 

In the paragraph above this one, referring to Public Law 293, he savs: 

“Independently of said act, authority (deriving from the W. W. V. Act) exists 
to establish complete services—medical, insurance, etec.—or an integrated admin- 
istration. The Veterans’ Administration (Bureau) has been an outstanding ex- 
ample of good governmental operation in this respect for over a quarter of a 
century.” 

I think vou, as well as the rest of us, reeognize that the Medical Department 
was anything but a demonstration of good governmental operation under this 
system and that was the reason for Congress passing Public Law 293. 

6. You have had advice from vour Medical Advisory Board, which is a legally 
constituted board for such advice on medical affairs on two oceasions. Up to 
now there have been no indications that you have changed your mind in any 
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way about the organizational set-up. It will be brought to an issue eventually 
in a way which will not be to the credit of either you or me. I have had several 
inquiries recently as to whether there has been any change and I have carefully 
avoided any reference to our last meeting or to the fact that up to now no chang: 
has been made. I have quieted fears by saving that we are in the midst of 
reorganization because of the elimination of the branch offices and I preferred 
to let the matter rest status quo. 

7. As I have said before, I personally have every eonfidence in vour honesty 
integrity and good will toward the Medical Department Mv own feeling j 
that the matter will have to be clarified by a change in the law defining the 
Medical Department and what it means, definitely and finally I cannot go out 
‘lined as vo 

id throw this great medical effort into a tailspin and undo all the good 
hat has been done build it up 


place feeling that someone else, who is not as favorably ink 


\IAGNUSON 


13, 1949 


’ y 
ans 1 ffairs 


Washington, D. ¢ 


Dear Mr. Gray: The Special Medical Advisory Group, established by co 
ial action to advise the Administrator of the Veterans’ Administration o 

and treatment and other matters pertaining to medical and surgica 

to the veteran, believes that it is within its funetions to advise the Ad 
istrator on matters of administration of hospitals that constitute an imple 
nent of medical care In support of this we quote from the law establishing thi 
t * whose duties shall be to advise the Administrator, throug] 

} » Chief Medical Director, and the Chief Medical Director direct, relative ti 
‘are and treatment of disabled veterans, and other matters pertinent to the 


t 


LD partment ol Medicine and Surgery 
We are gravely concerned over the lack of authority of the Chief Medical Dire: 


tor over the control of the hospitals, which we consider to be an integral part of 


the medical care to the veteran 
» and firmly urge the Administrator to delegate more authority to the 


Director, who is directly responsible to the Administrator for suc 


recommend at the managers of all terans’ Administrati 
he supervisior F, and be rated by, 
is responsibl he Administrator 


emphasize that the actions of the Special 


inder t 


terest f the sick and disabled veteran 


CHARLES W 


dministrator, Room 1000, VA Building 

hief Medical Director 

Hospital Organization and Supervisio1 

order that VA hospital activities may be properly coordinated one w 
al ich a manner as to insure effective management at central office ar 
economical and effective management at the station level, the attached propos 
circular is recommended for your approval 

2. The proposal conforms with successful practice in ot her Government hospita 

and in voluntary hospitals. It should permit the VA to eliminate the consta 
unnecessary and expensive burden which a formal VA organization imposes o 
professional medical men, by making it difficult for them to acquire and manag 


the tool 7 
subject to change at your discretion 
3. In addition, this proposal conforms to the repeated recommendations 


the Special Medical Advisory Group. 


which they must have in order to do their jobs The organizatior 


PAUI B \IAGNUSON 
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PROPOSED CIRCULAR 


1. The Chief Medical Director will report directly to the Administrator with 
respect to the conduct of all programs of the Department of Medicine and Surgery. 

2. The position of manager at each hospital is redesignated ‘‘Superintendent.”’ 

3. Designations of managers at centers with regional offices activities are 
unchanged. 

4. Wherever possible, it will be the policy of the VA to transfer supervision 
of Regional Office Medical Division activities to hospital superintendents. 

5. The Chief Medical Director will be responsible for the supervision of all 
superintendents with respect to all phases of hospital activities and with respect 
to all out-patient activities maintained at their stations, and will be responsible 
for bringing to the attention of other assistant administrators all matters per- 
tinent to their programs. In turn, other assistant administrators will take action 
with respect to field stations headed by superintendents through the office of the 
Chief Medi¢al Director. 

6. The Chief Medical Director will have final responsibility for rating the 
efficiency of all hospital superintendents. 


Veterans’ Administration Circular No. 16, July 19, 1949. 
OPERATION OF VA HospITraLs 


1. The sole purpose of operating VA hospitals is the care and treatment of 
patients. This is the duty of the Department of Medicine and Surgery. All 
other personnel in hospitals are there for the purpose of supplementing and 
assisting the Department of Medicine and Surgery in carrying out this duty. 

2. Since the activities of nonmedical services in hospitals have a bearing on 
the care and treatment of patients, managers of ‘ieapiteda will be responsible to 
the Administrator through the Chief Medical Director for the over-all operation 
of hospitals, and through the appropriate assistant administrator for technical 
matters solely under their respective jurisdictions. 

3. All major alterations to existing hospital plants when recommended shall be 
coordinated by the Chief Medical Director with the Assistant Administrator for 
Construction, Supply, and Real Estate and a joint recommendation submitted 
to the Administrator for his decision. 

Cart R. Gray, Jr., 
Administrator of Veterans Affairs. 


Change 73, August 24, 1949 
OFFICE OF THE MANACER 


The Manager [is responsible to the Administrator for the efficient and proper 
integration, coordination, and supervision of the operations of the hospital; is 
responsible to the Administrator, through the Chief Medical-Director or the ap- 
propriate assistant administrator, for the proper application of approved proce- 
dures and regulations regarding the operations assigned to these officials; is respon- 
sible for statistical reports, preparation of budget estimates, exerdise of budgetary 
control, and public relations; and performs other responsible supervisory, planning, 
and organizing functions, as required for the efficient operation of the hospital. J 


VOCATIONAL REHABILITATION AND EDUCATION SECTION 


The Vocational Rehabilitation and Education section, under the manager, 
performs the following functions: 

1. Formulates vocational rehabilitation plans for disabled World War II veteran 
patients who: 

(a) Are declared ready for advisement by the professional service primarily 
concerned, 

(b) Have not been previously advised. 

(c) May benefit by revaluation of a former advisement. 

2. Carries out standard advisement and guidance procedures as authorized in 
manuals and technical bulletins with modification as required by the hospital 
situation. 

3. Maintains sufficient contact with the regional office by which the veteran 
will be entered into training to permit the rehabilitation process begun in the 
hospital to be continuous. 
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4. Coordinates the advisement and guidance plans with the physical medicine 
rehabilitation, clinical psychology, and social service programs, and the Medical 
Rehabilitation Board. 


OFFICE OF THE ASSISTANT MANACER 


The Assistant Manager acts as full assistant to the Manager in the discharge of 
his responsibilities. 


OFFICE MEMORANDUM 


UNITED STares GOVERNMENT, 
October 4, 1949. 
To: Administrator 
From: Chief Medical Director. 
Subject: Amendment to MEC-—4. 

Reference is made to Change 73, MEC—4 (page 500.05) where the functions of 
the Manager as set forth therein conflict with similar functions set forth in Cir- 
cular No. 16, dated July 19, 1949. This conflict has been sufficiently confusing 
to the managers of hospitals that it is my recommendation that the wording in 
MEC—4, which now reads as follows, should be changed to conform with Circular 
No. 16: 

“The Manager is responsible to the Administrator for the efficient and proper 
integration, coordination and supervision of the operation of the hospital; is 
responsible to the Administrator, through the Chief Medical Director or the 
appropriate Assistant Administrator, for the proper application of approved pro- 
cedures and regulations regarding the operations assigned to these officials: 
is responsible for statistical reports, preparation of budget estimates, exercise of 
budgetary controls, and public relations; and performs other responsible super- 
visory, planning, and organizing functions, as required for the efficient operation 
of the hospital.” 

The following wording will, I believe, be consistent with that which now appears 
in Circular No. 16 and is, therefore recommended for your approval: 

“The Manager is responsible to the Administrator through the Chief Medical 
Director for the over-all operation of the hospital and through the appropriate 
Assistant Administrator for technical matters solely under their respective juris- 
diction; is responsible for statistical reports; preparation of budget estimates, 
exercise of budgetary control, and public relations; and performs other responsible 
supervisory, planning, and organizing functions, as required for the efficient opera- 
tion of the hospital.” 

(Signed) Paut B. Maecnuson. 


General Gray’s handwritten note (October 5, 1949): “I am not willing to make 
this change. The present is correct.—Gray.”’ 


Drarr MEMORANDUM 


“Comparison of Circular 16, dated July 19, 1949, and description of hospital 
managers line ‘of responsibility as set forth in MEC-4, change 73, page 500.05, 
dated August 24, 1949” 


Circular 16 reads as follows: 
OPERATION OF VA HOSPITALS 


‘1, The sole purpose of operating VA hospitals is the care and treatment of 
patients. This is the duty of the Department of Medicine and Surgery. All 
other personnel in hospitals are there for the purpose of supplementing and assist- 
ing the Department of Medicine and Surgery in carrying out this duty. 

‘2. Since the activities of nonmedical services in hospitals have a bearing on 
» care and treatment of patients, managers of hospitals will be responsible to 
the Administrator through the Chief Medical Director for the over-all operation 
of hospitals, and through the appropriate Assistant Administrator for technical 
matters solely under their respective jurisdictions. 

‘3. All major alterations to existing hospital plants, when recommended, shall be 
coordinated by the Chief Medical Director with the Assistant Administrator for 
Construction, Supply, and Real Estate and a joint recommendation submitted to 


} 


the Administrator for his decision. 
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‘*‘ Description of regional office manager lines of responsibility, change 73, MEC-4, 
dated August 24, 1949, reads as follows’’ 


Page 400:02: ‘‘The manager is responsible to the Administrator for the efficient 
and proper integration, coordination, and supervision of the operations of the 
Regional Office; is responsible to the Administrator, through the Chief Medical 
Director, the Solicitor, or the ampeenrene Assistant Administrator, for the proper 
application of approved procedures and regulations regarding the operations 
assigned to these officials; is responsible for statistical reports, preparation of 
budget estimates, exercise of badosers control, and public relations; and per- 
forms other responsible supervisory, planning, and organizing functions, as re- 
quired for the efficient operation of the regional office.” 


‘Description of ae manager lines of responsibility, change 73, MEC-4, 
dated August 24, 1949, reads as follows:’’ 


Page 500:05: ‘‘The manager is responsible to the Administrator for the efficient 
and proper integration, coordination, and supervision of the operations of the 
hospital; is responsible to the Administrator, through the Chief Medical Director 
or the appropriate Assistant Administrator, for the proper application of approved 
procedures and regulations regarding the operations assigned to these officials; 
is responsible for statistical reports, preparation of budget estimates, exercise of 
budgetary control, and publie relations; and performs other responsible super- 
visory, planning, and organizing functions, as required for the efficient operation 
of the hospital.” 

Point I: Change 73, MEC-—4, is dated more than a month later than Circular 16. 

Point II: A manual is a senior publication and takes precedence over the cir- 
cular. 

Point III: The line of responsibility of the hospital manager as set forth in 
Circular 16 is definitely changed by change 73, MEC-4, in that the manager is 
not by the manual ‘‘responsible to the Administrator through the Chief Medical 
Director for the over-all operation of hospitals.” 

Point IV: Regardless of one’s interpretation of the written word, no one has 
vet contended that regional managers are responsible to the Administrator 
through the Chief Medical Director. The wording of the first two phrases of 


the descriptions of a regional office managers line of responsibility, and a hospital 

manager’s line of responsibility in the manual are identical. Obviously, circular 
> . ° ° ° *. ° ° ° 

16 contemplates a definite difference which cannot exist in identical wordage. 


VETERANS’ ADMINISTRATION STANDARD PosITION DESCRIPTION 


Class title: Manager—CAF-130-15, SPD No. M-1; CAF-130-14 

M-2; CAF-130-13, SPD No. M-3. 

Organizational title: Manager. Not susceptible to duplication. 
Organizational location: ! 
Duties and responsibilities: 

Responsible to the Administrator for the efficient and proper integration, 
coordination, and supervision of the operations of the »! 
and responsible to the Administrator, through the Chief Medical Director, the 
Solicitor, or the appropriate Assistant Administrator, for the proper application 
of approved procedures and regulations regarding the operations assigned to 
these officials. 

Responsible for statistical reports, preparation of budget estimates, exercise of 
budgetary control, and public relations, 

Performs other responsible supervisory, planning, and organizing functions, 
as required for the efficient operation of the J 

Approved April 1949, F. H. F. 


SPD No. 


’ 


Insert district office, regional office, hospital, center or domiciliary center, as appropriate 
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OcTOBER 19, 1949. 
To: Chief Medical Director, 
Assistant Administrator for Personnel, 
Assistant Administrator for Finance. 
From: The Administrator. 
Subject: Appointment of selection committee for managers and assistant managers, 
You are hereby appointed as members of the selection committee as established 
by paragraph 5 of my confidential letter dated October 5, 1949. 
Your appointments expire November 1, 1950. When you are absent you 
place on the committee will be taken by the person acting for you. 
CaruL R. Gray, JR. 


OcTOBER 2, 1950. 
To: Mr. F. H. Dryden, 
Dr. A. Freer, 
Mr. H. V. Stirling. 
From: The Administrator. 
Subject: Appointment of selection committee for managers and assistant managers 
The following are hereby appointed as members of the selection committee as 
established by paragraph 5 of my confidential letter dated October 5, 1949: M1 
H. V. Stirling (Chairman), Dr. A. Freer, Mr. F. H. Dryden. 
These appointments expire November 1, 1951. 
\s I desire the personal recommendations of the individuals appointed to this 
committee, there will be no substitutes or alternates authorized to serve in their 


stead 
Caru R. Gray, Jr. 


OcToBER 5, 1950. 
OFFIC! MEMORANDUM 


To: Chief Medical Director 

Assistant Administrator for Personnel, 

Assistant Administrator for Finance. 
From: Deputy Administrator. 
Subject: Appointment of selection committee for managers and assistant managers 

By Administrator’s memorandum of October 19, 1949, you were appointed 
members of the above-mentioned committee your appointment to expire No- 
vember 1, 1950. The Administrator has directed that your appointments to this 
committee be extended through November 30, 1950 
O. W. Cranr 


OcTOBER 14, 1949 
Personal and confidential. 
link it would lead to a better understanding and 
lings that concern the Medical Department in any 
Way are transmitted to your office vou gave the Chief Medical Director an oppor- 
nity to tell his side of the story before decision is made. 
[ think it might eliminate the feeling that a group sits around you sometimes 
riving advice and discussing problems when they are not entirely familiar wit! 


Dear Cari: Don’t vou tl 
tl 


better cooperation, if when 


all the circumstances, without giving the Medical Department an opportunity to 

have their say before such questions are decided. It would certainly take away 

a lot of the feeling that the Medical Department problems are sometimes ruled 

upon by people who do not have the full story 
Sincerely 

PauL B. MaGnuson 

Administrator’s reply in longhand, no date: ‘‘Paul: Agreed to 100 percent 


Gray.”’ 
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Marcu 29, 1950 
Personal—Confidential. 
To: The Administrator. 
From: Chief Medical Director. 

1. I know that vou are aware of the fact that the deans’ committees, generally, 
are protesting our cut-backs in the medical programs, especially at the hospitals 
with which they are affiliated and have lodged such protests with Members of 
Congress as well as with you. 

2. I am in receipt of a personal letter from the chief of the surgical service in 
Framingham, Mass., quoting a letter which he had received from the secretary of 
the deans’ committee for that hospital. The committee has been advised by 
Senator Lodge that he is in receipt of a letter from you or your office and the 
following paragraph was quoted therefrom: 

“Before undertaking this reduction, we secured from field stations, including 
hospitals, information from the managers as to where they could make the neces- 
sary cuts with the minimum of interference to service rendered veterans. The cut 
is patterned on the recommendations received from the managers.” 

This paragraph hardly conforms to the fact. We did advise the managers of 
field stations on March 1, 1950, as to their full-time ceiling as of that date, which 
in nearly every case involved a reduction in personnel, and asking them to propose 
distribution of this new ceiling. This would allow their choice as to where the 
reduction could be made with the least effect on the care and treatment of patients. 
This ceiling was given on the’ basis of an over-all reduction of 7,800 bodies with 
more than 4,800 from the Medical Service. 

3. Another paragraph from the same letter was quoted: 

“The hospital cuts have been made in this same manner and the Chief Medical 
Director assures me that it is his opinion we will be able to continue the same high 
quality of service to hospitalized veterans that we have been rendering in the past.”’ 

This again does not conform to the fact as I never made such a statement. 
I did state many months ago that I thought there was some excess personnel in 
some of our hospitals and regional offices and that I was proceeding to make an 
adjustment; consolidating activities wherever possible and cutting the thing down 
to size. We also advised the deans’ committees of the fact that we would have to 
reduce the number of full-time men in the hospitals in order to place them in the 
new hospitals comingin. The deans’ committees and the managers of the hospitals 
made no protest whatsoever to the plan of proceeding in an orderly manner to 
reduce the personnel to the least possible minimum while continuing our present 
standard of service. We knew, or at least I did 8 months ago when I was told by 
both Mr. Moore and Dr. Press that we had over 3,000 people more than we should 
have according to our 1950 budget. I had stopped the hiring of doctors before 
that time except for those with special qualifications to fill badly needed wacancies 
in existing hospitals and also for new hospitals. 

4. The sudden notice of reduction in foree of 7,800 people with 4,800 in the 
Medical Service came as a shock to me. In a reduction of this size I certainly 
could not have made any statement that this kind of a eut could be made without 
upsetting our medical program forcing us to close beds rather than reduce the 
quality of service. 

5. Inasmuch as the above-mentioned paragraphs erroneously indicate that 
[ assured you we could make such a cut and still continue the same high quality 
of service, | would like to have these statements corrected in a letter from you to 
any who have received a communication containing these statements. 

Pau, B. Maanuson, 


Personal and confidential. Aprit 19, 1950. 
To: Chief Medieal Director 
From: Administrator. 

I have not replied to your personal and confidential memorandum of March 
29 on the question of withdrawing certain statements made about the hospital 
situation from letters which were sent out. 

I think the less said and the less done about that situation is best, for frankly 
it would appear to me that we have corrected the situation in an appropriate 
manner and let begones be bygones, without stirring it up again. 

Cari R. Gray, Jr. 
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May 9, 1950. 
To: The Administrator, Room 1000, VA Building. 
From: Chief Medical Director. 
Subject: Fiscal year 1951 budget. 

1. It is my understanding that Congress will probably take favorable action 
upon your request for $2,191,000 additional funds for fiscal year 1950, whic! 
will permit the retention on duty of 4,770 of those individuals in medical affected 
by the recent RIF order. However, it is my further understanding that n 
provision has vet been made for retention on duty of these people in fiscal year 
1951. In addition, as you are aware, funds for an additional 2,076 people in 
fiscal year 1951 are necessary, if we are to maintain our present standard of care 
in hospitals and regional offices, and provide for the opening of new hospitals. 

2. Also, in my conversation with you vesterday, you indicated that you wil 
not press for action on the fiscal year 1951 shortage until Congress reconvenes 
in the fall, since present estimates may be subject to changes, depending upo: 
the development of workloads or adherence to construction schedules. In other 
words, we shall start fiscal vear 1951 carrving on duty an average uf 4,770 peopl 
more than the number for which funds and ceilings are provided in that budget 
and, in addition, will have at that time a deficit of 2,076 positions for which no 
ceiling or funds are included, which will be necessary if we are to open hospitals 
based on present schedules. 

3. This is very similar to the situation which faced us in July of this fisca 
year. Ido not see how we can take a chance on another RIF in fiscal year 1951 
and it is my very urgent recommendation that we take whatever action is neces 
sary to get in line with whatever the fiscal vear 1951 budget will provide, unless 
the appropriation is actually available before June 30, 1950, to provide the 
necessary funds and ceiling in fiscal year 1951, to continue on our present level 
and, in addition, open new facilities as they are completed. 

4. It would seem to me the better part of wisdom to take our medicine now 


closing beds if necessary, and announcing at this time that we do not intend t« 


open additional new beds for which funds and ceiling are not available, instead 
f taking a chance and starting the vear with the strong possibility that we will 
1ave to repeat all the commotion which we have now just succeeded in quieting 
Furthermore, as you are aware, every Gay we carry these people, for whom mn 
funds or ceiling are provided next year, will make it necessary to RIF a propor- 


< 
} 
i 


tionately greater number in order to stay within the limits or what we will have 

available 

5. Again, let me repeat, that I would strongly recommend that vou tak: 
the required funds, rather than wait for another 4 or 5 

months with the possibility of repeating what we all agree has been a very un- 

pleasant experience I would appreciate your advice on this point as soon as 


possible 


necessary action 


Pact B. MaGnuson, 








siieaaiiaitaa 
SEPTEMBER 27, 1948 
To: Assistant Administrator for Constructi Supply and Real Estate 
From: Director of Constructio 
Subject: Administrator’s Visit and  Inspectio Veterans Administra 
Hospital, Canandaigua, N. \ 

1. This has reference to the attached memorandum dated September 22, 1948 
from the ( lef fesigi WVisior construction service concerning t he Admir < 
trator’s visit and inspec ut VA Hospital, Canandaigua, N. ¥ 

2 Ir this eor nection attention is invite ito the wing notatior it paragral 
1 ‘‘Remove ambulance and send five passenger sedan, new Present ambulance 
has only 11,000 miles in 7 vears.”’ 

3. It has been the policy to furnish at least one ambulance to each VA Hospi 
and the present motor vehicle tables-of-allowances were so prepared. Howeve 
from the foregoing, it would appear that our NP Hospitals should not be s 
; ipped and their tables-of-allowances should be amended accordingly 

t. Pres ables-of-allowances fi s hospital provide for a total of 
The W ve their f juota as licated be y 

1967. Buick. 1946. n >] S84 





V A-1967 age 21 
VA-—5183. Chevrolet. 1941. mileage 80.000 
VA 


5204. Plymout 1942, mileage not k 


MEDICAL CARE FOR VETERANS 


Mileage traveled during last 7 months (January to July) 


V A-1967 VA-5183 


January 801 746 
February , 125 524 
March , 003 600 
April e , 255 
May 2 , 122 
June , 186 , 935 
July , 176 , O85 


Total 5 7, 267 
Monthly average , 038. 1 


5. In view of the foregoing, it will be necessary that you approve the change 
in their present table-of-allowances as indicated below: 


Present Proposed 
allowance allowance 


Sedans 
Station wagon 
Ambulances 
rrucks, small 
lrucks, large 
Busses 


Total 


' But 1 has been furnished to date 


J. ROCKEFELLER. 


OcToRER 28, 1948. 
Maj. Gen. Cart R. Gray, Jr., 
Augusta, Ga. 


Dear Cari: You asked me yesterday, when we had our discussion, where I 
got my information about the ambulance at Canandaigua and I said that I did 
not know except that I had seen it in a memorandum. When I got back, I 
inquired about this and I quote from a memorandum from the Assistant Adminis- 
trator for Construction, Supply and Real Estate to the Director of Construction, 
dated September 27, 1948, subject Administrator’s Visit and Inspection (Veterans’ 
Administration Hospital, Canandaigua, N. Y.). 

‘1. This has reference to the attached memorandum dated September 22, 
1948, from the Chief, Design Division, Construction Service, concerning the 
Administrator’s visit and inspection at VA Hospital, Canandaigua, “. Y. 

“2. In this connection attention is invited to the following notation in para- 
graph 1 ‘Remove ambulance and send 5-passenger sedan, new; present ambu- 
lance has only 11,000 miles in 7 vears.’ 

“3. It his been the policy to furnish at least one ambulance to each VA 
hospital and the present motor vehicle tables-of-allowances were so prepared. 
However, from the foregoing it would appear that our NP hospitals should not 
be so equipped and their tables-of-allowances should be amended accordingly.” 

The balance of this memorandum, up to paragraph 5 on page 2, lists the auto- 
mobiles they have assigned at this: time. 

“5. In view of the foregoing, it will be necessary that you approve the change 
in their present te ble-of-allowances as indicated below: 


Present Proposed 
ullowance illowance 


Sedans 
Station wagon 
Ambulance 
rrucks, small 


rucks, large 


s been furnished to date.’ 
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You stated to me that when vou were there they had two almost brand-new 
ambulances, and vou asked the manager whether they needed them both. The 
manager said he would rather have a station wagon in place of the other ambu- 
lance. You told me that vou told Dryden to give one of these new ambulances to 
someone who had an old one and needed it and to furnish Canandaigua with a 


Station wagon. 

I am at a loss to know why these things do not connect, and I am also at a loss 
to know why the Construction and Supply Departments get orders to cancel a1 
ambulance in any hospital until the Medical Department and the Chief Medical 


Director say it isn’t necessary 
This is the kind of thing that happens regularly and constantly in this depart- 
ment and the thin at I drove at hardest vesterday I have no intention of 
! yk ; ‘uction Department should get their orders, wit! 
id medical equipment, through the Medical Department. 

l t| the things the Medical Department asks for are not 
ritimate then the ould come back to vou and me, and the decision arrived at 
hould be put out as ¢ f r of policy signed by both of u In this way the 
people will k: re they are getting their instructions from and who is putting 


them out 


i n Sup! 
gua, N. ¥ 
daigua hospit: he following 
ambulance 
11.000 miles 


owance 
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a station, I ordered one of the ambulances away and substituted for it a good 
station wagon. 

I checked at the NP Hospital at Murfreesboro in the presence of the medical 
director of branch 5, the manager, and the chief of medical service of the hospital, 
and asked them if they needed two ambulances, and they said they did not 
Then I asked them if it were not better, as I had found at other places, to have an 
ambulance and a station wagon, and they said ‘Decidedly so.” That’s all I’m 
trving todo. Ithink vou can satisfy that with Dryden very easily. 

Sincere] ' 


Cart R. Gray, Jr., Administ 


NOVEMBER 17, 1948. 
Personal and confidential 
Cart R. Gray, ZJr., 
Bilox Viss 

Dear Cart: Your letter of November 9 regarding the situation at C: 
has been received. The only reason | took this particular matter up 
was to show you how these things, when I get them through the back 
mixed up. 

[ think I feel as you do: The hospital managers should be responsibl 
running of the hopsital. If a manager is no good, we can get rid of him, bi 
should carry the responsibilitv. I think there has been too much running 
hospitals from central and branch offices and not enough freedom given to t] 
manegers. The individual cases of Canandaigua and Murfreesboro don’t mea 
a thing to me, but the wavy I get information does mean something to me 

Your long letter and vour book on Nashville, Jackson, and Memphis have been 
received. JI am leaving tonight for Buffalo, Syracuse, and Pittsburgh, and am 
taking it along to peruse on the way, and will answer it as soon as I get back 

I think vou and I agree that if these things are sent to me before they go to 
Dryden, or at least simultaneously, Dryden and I will both know what you have 
in mind. If we do not approve of something, either in the whole or in part; or, if 
we do approve, we will have a chance to talk it over with vou. 

All I want to do is keep out of trouble and get this Medical "Department peeled 
down to fighting trim do not want someone else’s job, but I cannot co my 
own unless | know something about evervthing that has an effect on the hospital 
and care and treatment of patients. 1 am not looking for any additional power 
or authority 

I hope vou can get vour orders written soon because I want to meke 
carry out any future decisions vou may make. Many of th 


gested are already being worked on, and I tl ink we may ha 
1 


lating formation for vou by the time vou get back 


Sincerely V"< 


OcTOBER 20, 1948. 
To: Deputy Administrator, Veterans’ Administration Branch Office No. 
Philadelphia 1, Pa 
Attention: Director of Construction, Supply, and Real Estate Service 
Subject: Project No. 2-4 67, change Building No. 2 to TB, VA Hospital, Butler, 
Pa 

1. Reference is made to your letter dated October 11, 1948, subject: Aseptic 
Technique Program, VA Hospital; Butler, Pa 

2. By letter of August 4, 1948, vou were advised by the Assistant Administrator 
for Construction Supply and Real Estate that the Administrator directed the 
cancellation of the above subject. 

3. The aseptic-technique program as outlined in vour letter of October 11, 1948, 
proposes the changing of building No. 2 to TB along with other ward buildings 
Since this would be a circumvention of the Administrator’s wishes, approval will 
not be given 

W. R. Tausort, 
Chie f. De sign Division. 
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OcToBER 28, 1948. 

To: The Administrator. 
From: Chief Medical Director. 
Subject: Cancellation of Project for Installation of Aseptic Technique, Butler, Pa. 

1. | am enclosing a copy of a courtesy copy received from the Constructior 
Service relative to a project at Butler, Pa. This project was for the purpose of 
making a gradual shift in the use of beds at the Butler hospital from genera 
medical and surgical use to tuberculosis use, as there is a great need for tuberculosis 


beds in Pennsylvania and this hospital offered the greatest opportunity for meeting 
our needs 

2. This is another instance of cancellation of a project which was designed for 
medical needs, without any reference to the Department of Medicine and Surgery 
or any request for advice from this Department bv the Assistant Administrator 


‘tion, Supply, and Real Estate 
Paut B. MaGnuson., 


OcTroBER 21, L948, 


Chief Medical Director 
Assistant Medical Director for Dental Service 
Supplies and equipment, Dental Service, D. M. & 3S. 


At the present time, the supervision of the purchase of supplies and equip- 


nt, the establishment of standards, ete., in the Dental Service, Department of 
and Surgery, Veterans’ Administration, is performed by Dr. E. M 
Dr. Kennedy, as Chief of the In-Patient Division, Dental Service, has 


professional responsibility to require his full time. It seems an un- 
ical use of professional experience to detail Dr. Kennedy to such a job 
pon cursory investigation, the situation appears to be one that requires the 


attention of a competent person experienced in the dental equipment and 
supplv business 
3. An example of the sort of thing that has caused me to suspect that th 


system as it presentiv operates Mav WOrK a hardship on the taxpaver is the 


em 


} 


I t (March 16, 1948) award by the Army engineers, without consultation wit! 
VA Dental Service, of a contract for 99 Weber dental units at 8900 each for 


nstallation in the 19 newly authori: hospital The -all price for these 
$89,100. At the tim he order was placed, ther 
f the following makes 


¢ 


inits which 
exceeds $400,000. 


(Md CM 
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6. I am persuaded that a person experienced in the dental-supply business, 
attached to the Dental Service, and directly responsible to the Assistant Medical 
Director for Dental Service, should be engaged to make a study of our require- 
ments and to keep in close touch with those agencies responsible for procuring 
dental supplies and equipment. I feel that this person, if vested with sufficient 
authority, would effect very substantial savings to the taxpayer. 

Brion R. East, D. D. S. 


OcTORER 29, 1948. 
Personal and confidential. 


Gen. CaRL Gray, Jr., 
Hotel Sheraton-Bon Air, Augusta, Ga, 

Dear Cari: When we had our pleasant visit on Wednesday, I read you part of a 
memorandum from Dr. East, Assistant Medical Director for Dental Service. 
Enelosed is a copy of that memorandum to refresh your memory. 

When I took this up with Mr. Dryden he told me that they had decided they 
should not use any of this old stuff in our new hospitals. I asked him if he knew 
that the dentists universally did not like a Weber unit, and he said that he didn’t 
but that was what the Army engineers got on the bid. I don’t know the back- 
ground of this at all, and I am making no accusation, but I do know that dental 
chairs last for many vears and that the Army ordered 99 Weber units, of which we 
had 253 instock. The reason why we have 253 in stock is because the dentists do 
not like them. On the other hand, we had a fewer number of Ritter and 8. S. 
White units, both of which the dentists favor, and they would be satisfied with 
either. We had 185 Ritter and 106 S. S. White units, which could cover all the 
requirements in our new hospitals. 

You and I have agreed that this institution should be run as economically as 
possible and still give top medical service. Why someone else should decide to go 
out and spend $89,000 for new equipment which could be supplied from our own 
stock is more than I can understand, especially when it is done without considering 
what the Medical Department wishes. This may have been on the criteria that 
you and I have a headache about. 

Dr. East just came in here, and he may not know the background of this thing, 
but I think his suggestion is a good one. Before the Army engineers spend 
$89,000 for new equipment, I think they should explain the necessity for it to me. 

Sincerely yours, 
Paut B. MaGnuson, M.D. 


NOVEMBER 2, 1948. 
To: The Administrator. 
From: Chief Medical Director. 
Subject: Research problems at VA hospital, Batavia, N. Y. 

1. With regard to this so-called research laboratory at Batavia, N. Y., this 
was not designed as a formal research laboratory such as are established in hospi- 
tals close to medical schools. I would not approve any modifications in this 
laboratory which would involve structural changes or anything but very minor 


2. The dean’s committee at the University of Buffalo is working in this hospital 
and they have a residency training program there at present. They wanted a 
small laboratory so that the residents could carry on investigations which deal 
with certain types of infections under the supervision of some of the men on the 
dean’s committee who go to the hospital regularly. 

3. Dr. Cushing’s department assigned less than $5,000 to them for equipment 
and supplies. The room that vou saw in the basement has electricity and I think 
the water supply is handy. They can construct everything they need in the way 
of shelves, counters, and cupboards from the money assigned by Dr, Cushing from 
the research fund. I believe they should be authorized to use it. 

t+. The manager, being a lay manager, did not know, when he spoke to you 
about it, what the plans were and did not inquire from his staff. Consequently, 
vou received some misinformation in this instance. There will be no structural 
changes and it will not even involve the employment of a laboratory technician 
because the work is to be done by the residents in their spare time. 

4. | would appreciate vour decision on this matter at an early date. 

Pau, B. MaGnuson, 
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OcTORER 28, 1948. 
Personal and confidential. 


Gen. Cart R. Gray, Jt 
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I am asking Mr. Dryden today to look into this project at once and see if we 
can make a final determination as to its development. 

In the meantime, I strongly recommend that vou counteract your authoriza- 
tion for the employment of personnel and the opening of these beds for straight 
NP cases. 

Sincerely, 


PauL B. Maanuson, Chief Medical D 


‘To: Administrator. 
From: Chief Medical Director 
Subject: Priority of ( onstruction Projects. 


1. Attached is a copy of @ memorandum sent to the Assistant Administrator 
for Construction with refere nce to the above subject 

\. Sunmount, N. Y.: I have requested that the elimination of unsatisfactory 
conditions at this hospital be given the highest priority You handed me a type 
written copy of the amount of money allotted to Sunmount in the last fisea 
which was $168,000. Of this amount, $54,000 was given to Sunmount 
vou visited that hospital and $114,000 since that time This money 
generally for aterproofing, replacement of ceilings, and paint 
words, no ¢linical improvements were provided. The mone 


| 


keep the hospital habitable. 
5. Jackson, Miss : We have beds hye re ready to take TB patients 
for the provision of aseptic techniques Everything is at 


1o go but we have had no action on this project 


Des Moines, Iowa: The other day I spoke to you about two people 

ull-time service at Des Moines who had contracted TB There will be a 
in Des Moines on Mondav to decide what the minimun requirements are to make 
this hospital safe without going into any expensive construction problem 
we can get permanent housing for the clinies and laboratories, which are ne 
crowded and scattered around the grounds in Quonset |} 
that this project is pushed as fast as possible because 
emplovees and patients alike 

D. Boston, Mass. (regional office): IT have just had ¢ 
people in here and have told them that the thing IT was mos 
enlarge and give the “ay people decent space to wor 
laboratory and give them sufficient space to do good work 


ments are it ‘rv bad condition and cannot turn out wha 


in that office. The mental hygiene clinic, in an adjoining building, 1 \ 

ing 9,500 square feet of space. They have requested 13,000 square feet 

Court Street building where the rest of the medical clinics are now located I 
have told our people they can have the same amount of space on the fourth floor 
of this building. We will move the physical therapy department into the balance 


of that floor and release the fifth floor of the Court Street building | 
floor of the Court Street building and the space in the Washingt : t 
now occupied by the mental hygiene clinic will then be available 

other than medical activities. This will not increase the space oecupied 
medical activities materially but will consolidate the clinics and make them fune 
tion properly When this is done I can get a top man to supervise the medica 


‘he fift 
build 


activities in that Boston office and turn in a job of medicine that you will be 
proud of Until these changes are made, I will not ask a good man to go in there 
and run it because it cannot be done. 

kK. Wood, Wis.: The problem of enlargement and rearrangement of dietetic 
and clinical facilities, particularly the elimination of hazardous conditions it 
the morgue and clinical laboratory, has long been before us and needs immediate 
attention. 

F. White River Junction, Vt.: We have brought our White River Junetion 
hospital from one of the poorest to one of the best by cooperation with the 2-vear 
Dartmouth Sehool of Medicine. They have been promised a research laboratory 
for 2's years. Perhaps vou will recall that at the time vou visited this hospita 
thev were ready to provide for their research facilities by the use of a Quonset hut 
but vou directed that this be stopped. The project now proposed is to locate the 
research laboratory by enlarging the permanent building. 

(Gy. Augusta, Ga.: I think vou will remember the deplorable state of the clinica 
aboratoryv and registrar facilities at Augusta This hospital is Making ever 
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effort to bring its performance up to our standard and I think it should be helped 
immediately. 

H. Coral Gables, Fla.: The research laboratory here has been hanging fire for 
about a year and a half and you have made definite promises to Dr. Rowntree 
I know you have given instructions to have the money forwarded and the project. 
completed. The money has not yet been sent down and I do not believe this will 
meet with your approval because I heard you give the order that it should be. 

2. I just saw Colonel Dryden’s plan 5 apartment quarters and I think it is very 
nicely worked out if he will provide basement storage and laundry facilities for 
the people living there. 

PauL B. Maanuson, 


May 2, 1950. 
lo: Administrator. 
From: Chief Medical Director 
Subject: Animal Rooms, VA Hospitals. 

1. I have been advised by the manager, VA hospital, San Fernando, that on 
your trip to the west coast last vear that vou instructed him not to use the animal 
suite in the new addition. The same problem has also come up at the VA hospital, 
Livermore, where an animal suite was also constructed in the new addition. 

2. | am sure your reasoning on this was probably that vou did not want a 
poorly ventilated animal suite in a hospital if it was going to result in odors and 
an unsanitary appearance. These suites, however, as I understand it, are new 
construction and would not present these problems, 

2. I don’t know of a single good hospital in the entire country that does not 
have an animal suite for small animals within the hospital building, generally in 
connection with their laboratory. These small animals are a must for testing 
purposes, etc., particularly in a TB hospital. These suites do not involve the 
housing of large animals, but such things as rabbits, hamsters, ete. 

t. I am planning therefore on sending the attached letters to the manager at 
Livermore and San Fernando, but inasmuch as vou had personally issued the 
order in question, I wanted you to be advised of my action. It is definitely in 
accordance with accepted hospital practice. 

PAUL B. MAGNuSON. 


ApriIL 25, 1950. 
Mr. Vauz OweEN, 
Manager, VA Regional Office, Atlanta 3, Ga 
Dear Mr. Owen: It has come to my attention that vou have refused to allow 
Dr. Estelle P. Bovnton time for delivering a series of lectures, three afternoons a 
week for 6 weeks, at Emory University in her specialized subject of neurology, 
and have put vour refusal to the area medical director on the basis that this is 
not an approved practice in the Veterans’ Administration Medical Department 
and is contrary to regulations 
We secured the services of Dr. Boynton, full time, in the regional office through 
he efforts of Emory University, where she was one of the professors in her special 
iain 
tment to encours the medical staff to keep up their connections with the 


medical schools and to continue to teach, thereby establishing a liaison 


the medical schools and the VA Medical Department, which constantly 
a higher standard the qualitv of medical service rendered to veterans by 


professional people. 
I eall vour attention to the fact that this plan was approved by a former Ad- 
nistrator and certainly has been approved by me and in the future these matters 
o be passed on, as to their benefit to medica] care and medical treatment of 
by the Chief Medical Officer and there is to be no interference with this 


vours, 
Cant R: Grar, Jr.. 
Administrator. 
Senator Humrurey. We will reconvene at 2 o’clock. 
Whereupon, at 12:40 p. m., a recess was taken until 2 p. m., this 


same das : 
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AFTERNOON SESSION 


(The committee reconvened at 2 p. m., upon the expiration of the 
recess. ) 
Senator HumpureyY. The committee will come to order. 


STATEMENT OF DR. JOSEPH C. HINSEY, DEAN, CORNELL MEDI- 
CAL SCHOOL, CHAIRMAN, EXECUTIVE COUNCIL OF THE ASSO- 
CIATION OF AMERICAN MEDICAL COLLEGES; DR. HUGH WOOD, 
DEAN, SCHOOL OF MEDICINE, EMORY UNIVERSITY, ATLANTA, 
GA., CHAIRMAN OF THE COMMITTEE OF THE ASSOCIATION OF 
AMERICAN MEDICAL COLLEGES ON MEDICAL SCHOOLS, VET- 
ERANS’ ADMINISTRATION RELATIONSHIPS; DR. JOHN TRUS- 
LOW, DEAN, MEDICAL COLLEGE OF VIRGINIA, RICHMOND, VA. 


Senator Humpurey. Dr. Hinsey, do vou want to lead off? 

Dr. Hinsry. Yes. 1 have a prepared statement that our group 
would like to have presented. 

Senator Humpnrey. Will vou just give vour name and the affilia- 
tion that pertains to this particular hearing? 

Dr. Hinsty. This statement is being released in Chicago. I did 
not realize that this was an executive session, but it is all right if it 
is released because it is a statement of the association. 

Senator Humpurey. We are very pleased that vou have seen fit to 
do that. Go right ahead, sir. 

Dr. Hinsey. I am Joseph C. Hinsey, dean of the Medical Schoo! 
of Cornell University and chairman of the executive council of the 
Association of American Medical Colleges. With me is Dr. R. Hugh 
Wood, dean of the Medical School of Emory University and chairman 
of the association’s committee on Veterans’ Administration-medical 
school relationships. 

On my right is Dr. Truslow, a man who has had a great deal of 
experience with the hospitals and in fact knows about several. He is 
deam of the Medical College of Virginia in Richmond. 

The executive council of the Association of American Medical Col- 
leges, meeting in Chicago on February 9-12, 1951, considered as one 
of its most pressing items of business the great concern for the welfare 
of the medical program felt by all the medical schools affiliated with 
the Veterans’ Administration hospitals. This concern was thrown 
into sharp focus by the forced resignation of the Chief Medical Direc- 
tor, Dr. Paul B. Magnuson. 

The council heard reports from the Administrator of Veterans’ 
Affairs, Gen. Carl A. Gray, Jr., Dr. Magnuson, its committee on 
Veterans’ Administration-medical school relationships, and a group 
of deans from 50 medical schools affiliated with the Veterans’ Admin- 
istration. 

After extensive exploration the council authorizes the following 
statement: 

1. The amazing improvement in medical care of veteran patients 
since 1946 is the result of the practice of affihating medical schools 
with Veterans’ Administration hospitals. This plan, conceived by 
physicians, Was inaugurated by Gens. Omar N. Bradley and Paul R. 
Hawley and carried to fruition by Dr. Magnuson. The effeet of this 
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unprecedented collaborative effort in medicine by a Federal agency 
and the universities was to bring the poor professional care of veterans 
to a level which equals the best in the Nation. 

I would like to emphasize that because our deans feel that very 
keenly. 

In spite of misgivings as to the possibility of making such a plan 
work, the medical schools threw themselves into the program in a 
spirit of service to the Nation’s disabled veterans.’ 

The long standing differences between the Administrator and 
his Chief Medical Director, culminating in the resignation of Dh 
Magnuson, has caused all medical schools participating in_ thi 
Veterans’ Administration medical plan to be gravely concerned for 
the future welfare of the program. Twenty-five schools have written 
strong letters to the Association of American Medical Colleges 
voicing their feelings of concern. Representatives of 50° schools 
came to a special meeting in Chicago on Sunday, February 11, to 
consider the problem. They were unanimous in their conviction 
that the situation is serious and that immediate action is needed 
Most deans’ committees during the last 2 or 3 vears have experienced 
increasing difficult, in getting their jobs done The association be- 
lieves it would be. disastrous for patients if the Administrator failed 
to take appropriate action before the morale of his hospital staffs 
deteriorates further. Deans reported that they already were holding 
the resignations of many full-time and attending physici lans awaiting 
tangible assurance from the Administrator of Veterans’ Affairs. 

3. In view of Dr. Magnuson’s resignation as Chief Medical Director, 
the schools now declare their wholehearted support of the efforts of 
the new appointee, Admiral Joel T. Boone. At the same time they 
are of the opinion that no Chief Medical Director can administer the 
medical services effectively unless there are basic changes in the 
present policies and practices of the Veterans’ Administration. 

The Association of American Medical Colleges does not pre- 
sume to state how the Veterans’ Administration should be organized, 
or who should hold key administrative positions. — It records here 
with its belief that the increasing difficulties experienced during the 
past 2 vears threaten the continued existence of the present excellent 
medical program. It believes the signs pointing toward a_break- 
down in this medical program are clearly evident. It would be 
folly to wait until the plan collapses before taking remedial steps. 

5. The Association of American Medical Colleges is interested in 
finding the causes of the difficulties experienced by the medica! 
schools affiliated with the Veterans’ Administration hospitals. These 
causes should be examined in the light of the long background of 
experience which the medical schools have had with their teaching 
hospitals. The defects lie in the organization and administration of 
the Veterans’ Administration itself. 

The association does not agree with the implications of the state- 
ment of the Administrator in his letter to the deans dated January 23, 
1951: 

The differences of opinion between Dr. Magnuson and me, which led to his 
leaving, involve broad principles of administration and organization rather than 
medical policies, programs, or practices. 


Organization and administration of medica! facilities cannot be 
separated from medical programs and practices. The location and 
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construction of hospitals and everything that goes on in a hospital 
has an effect upon the care of patients. Beyond the primary need for 
an adequate and top-flight medical staff, such mundane things as the 
heating of the building, the cleaning of the floors, the provision of 
entertainment, the type of equipment, the availability, nature, and 
quality of supplies, play a significant role in the welfare of the patient. 
It is, therefore, the conviction of the association that all these services 
which affect the care and treatment of veteran patients should be 
under the coatrol of the Chief Medical Director, an that these fune- 
tions should not be controlled outside of medical channels. 

6. Detailed studies have beea made of the medical facilities of the 
Veterans’ Administration and recommendations filed. These are 
available in several published reports. Attention is invited to the 
following situations: 

First, in medical matters the judgment of medical personnel is 
subordinate to that of nonmedical personnel. 

Second, the location and construction of Veterans’ Administration 
hospitals is now an indepeadent function. 

Third, the entire division of special services is outside of medical 
supervision. 

Fourth, fragmentation of authority exists not only in the ceptral 
office but in the field. 

Fifth, hospital management is subordinate to various independent 
divisions and the manager is obliged to report to different supervisors 
in different areas of activity. 

Sixth, medical supply includes a host of technical items, changing 
rapidly with changing professional practices; it is now combined with 
general supply. The association firmly believes that medical judg- 
ment should carry more weight in reaching decisions in all these 
matters. 

7. Suggestions such as the following seem to offer a means of con- 
tinuing the best care and treatment of the veteran patient: 

(a) The Chief Medical Director should have supervision over the 
functions of special services in the hospitals. 

(6) The Chief Medical Director should have full voice in matters 
relating to hospitals and clinies and all activities having to do with 
treatment of patients, education, and research. 

(c) The Chief Medical Director should have authority in the allo- 
cation of the various types of hospital personnel to the end that the 
best medical ¢ ”" can be rendered. 

(7) Control of hospitals and other medical field stations that is 
exerted by the Administrator should channel through the Chief 
Medical Director. It is important that this concern the budget, 
— uction, personnel, equipment, and supplies. 

The reassurance voiced by General Gray in his letter to the deans 
of fist 23, 1941, and in his statements to the executive council of 
the Association of American Medical Colleges on February 9, 1951, 
will restore seriously damaged staff morale only if followed immediately 
by constructive action. Such action is necessary at once to insure the 
continuation of the fine professional care given veterans. The high 
quality of this care is recognized and appreciated by the veteran 
patient himself and by his family and friends. 

The medical schools are interested in the highest quality of pa- 
tient care combined with a sound plan for the education of voung 
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physicians. The best medicine is practiced where medicine is taught 
and where medical research is conducted. 

The urgent need for prompt action was voiced unanimously by the 
representatives of 50 medical schools on February 11, 1951, in Chicago. 
It is essential that a sufficient degree of autonomy and authority be 
given the Division of Medicine and Surgery to insure that the veteran 
patient will continue to receive the highest quality medical care. 

Senator HumpHrey. Senator Hill? 

Senator Hitu. Doctor, let me ask you this: On page 2 in paragraph 


2, vou state: 


The association believes it would be disastrous for patients if the Administrato: 
failed to take appropriate action before the morale of his hospital staffs deteri- 
orates further. 

Is that the action you have in mind when you summarize in your 
last paragraph on page 4, in other words, pretty much do what vou 
suggested here in paragraph 7? 

Dr. Hrysey. Yes, sir. I would like to call on Dr. Wood or Dr 
Truslow. You agree with that, do you not? 

Dr. Truslow. Yes. 

Dr. Woop. I do. 

Senator Hity. You say here in your paragraph 4: 

It records herewith its belief that the increasing difficulties experienced during 


the past 2 vears threaten the continued existence of the present excellent medical 
program. 


Y 
Could you gentlemen cite for our record and for our information some 


of these difficulties that you may know of, of your first-hand know!- 
edge? 

Dr. Hinsry. Would you like to take that, John? 

Dr. Woop. | have some listed. 

Senator Hitz. | will tell you what might be interesting. It might 
be good first for us and also for this record if one of you gentlemen 
would give us just a little outline of how your medical se hools tie in 
with your medical hospitals. 


Dr. Trustow. I wonder if one of the best approaches would not be 


to read the original memorandum of General Hawley which is really 
the basis of the confidence which medical schools felt? 

Dr. Hinsey. That is our operating bible today as far as we ar 
concerned. 

Dr. Trustow. I have several copies of this memorandum. 

Senator Humpurey. We will want to incoroprate that whole policy 
memorandum in the record. This explains what we mean by the 
phrase the deans’ committee in its relationship to the Veterans’ 
Administration. 

Dr. Trustow. This policy memorandum No. 2 is dated January 30, 


1946, and it represents, as I understand it, an agreement made after 


a series of conferences between General Hawley and leaders in medical! 
education, individual physicians and associations in the medical field 

The first paragraph really states the proposition as we understand 
it and in the spirit in which we entered into the agreement. 

The Department of Medicine and Surgery of the Veterans’ Administration is 
embarking upon a program that is without precedent in the history of Federa 
hospitalization. It would, therefore, be most unusual if numerous problems did 
not arise for which no fully satisfactory solution were immediately apparent 
Such problems frequently can be solved only by trial and error; and, until work 
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able solutions are found, both parties in the program must exercise tolerance if 
the program is not to fail. 

There can be no doubt of the good faith of both parties. The schools of medi- 
cine and other teaching centers are cooperating with the threefold purpose of 
giving the veteran the highest quality of medical care, of affording the medical 
veteran the opportunity for postgraduate study which he was compelled to forego 
in serving his country, and of raising generally the standard of medical practice 
in the United States by the expression of facilities for graduate education. 

The purpose of the Veterans’ Administration is simple: affording the veteran 
a much higher standard of medical care than could be given him with a wholly 
full-time medical service. 

The purposes of both parties being unselfish, and there being no conflict of 
objectives, there can be no serious disagreement over methods. It will be recog- 
nized that the Veterans’ Administration is charged with certain legal responsi- 
bilities in connection with the medical care of veterans which it cannot delegate, if 
it would. Yet the discharge of these responsibilities need not interfere with the 
exercise by the schools of their prerogatives in the field of education. 

All medical authorities of the Veterans’ Administration will cooperate fully at 
all times with the representatives of associated schools and other centers. It is 
the earnest desire of the Acting Chief Medical Director that our relations with 
our colleagues be cordial as well as productive. 


General Hawley at that time was Acting Chief. 


(b) General division of responsibility: The Veterans’ Administration retains 
full responsibility for the care of patients, including professional treatment, and 
the school of medicine accepts responsibility for all graduate education and 
training. 

In the next two paragraphs there is an itemized definition of the 
responsibilities of the two parties to this agreement. I might say this 
was never formalized. 

Senator Hiuu. It may take a little more time but it would give us a 
better picture if vou would give us these. 

Senator Humpnrey. Yes. 

Dr. Trus.Low (reading): 

The Veterans’ Administration: 

(a) Operates and administers the hospital. 

(b) As rapidly as fully qualified men can be had, will furnish full-time chiefs of 
all services (see par. 5 below) who will supervise and direct the work of their 
respective staffs, including the part-time attending staff furnished from the school 
of medicine, insofar as the professional care of patients is concerned. Nomina- 
tions by deans’ committee for such full-time positions will be welcomed; and, 
unless there be impelling reasons to the contrary, will be approved wherever 
vacancies exist. These service chiefs are fully responsible to their immediate 
superior in the Veterans’ Administration. 

Senator Hiiu. Excuse me for a moment. When you speak of 
“chiefs of services” for instance, vou mean the chief of surgery, chief 
of medicine, chief of pathology or whatever the chief might be, is that 
right? 

Dr. Trustow. That is correct. 

Senator Hiiy. You furnish that man to the veterans’ hospital, you 
designate that man? 

Dr. Trustow. No, sir; that man is a full-time member of the staff of 
the veterans’ hospital. In many instances the schools aided in the 
persuasion of men to take full-time staff jobs because of their confi- 
dence in this agreement and that is certainly true in Richmond; that 
two of the men who are members of the staff at the medical school 
could be spared and were persuaded to do this. They went into this 
with the conviction that this was an important opportunity to develop 
this relationship and to explore it. 
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Senator Hitt. When they take one of these positions, do thev in 
some instances continue to teach some or lecture some in the medical 
school? 

Dr. Trustow. They do in some instances. There are some cases 
in which medical schools utilized the material and opportunities and 
the facilities for basic teaching. 

Dr. Woop. May I sav something that I think will clarify the ques- 
tion vou asked of Dr. Truslow? 

Senator Humpnrey. Yes. 

Dr. Woop. The medical schools in most instances, at least in our 
experience, our experience in Chamblee, Ga., nominates the staff. 
The Veterans’ Administration appoints. They have final authority. 
However, on all, from the resident all the wav uv to the manager, 
we have had the opportunity to nominate and suggest and approve 
after which he gets his official appointme nt. 

Senator Hitt. From the Veterans’ Administration? 

Dr. Woop. From the Veterans’ Administration. In turn the 
school in most instances has given the veteran appointee a faculty 
position. 

Dr. Hinsey. I think it is important to designate between full-time 
people as distinguished from the part-time people. The full-time 
people give all their time to the work in the hospital; they go into 
the Veterans’ Administration for a career. It has been significant 
the type of people that have done that. They have been some of 
the finest people in medicine and I can go down the line and cite 
them to vou. Of the voung men tri siniesl in our residency at Kings- 
bridge Hospital in New York City, there was at one time 60 pe reent 
of those vounger men going to full-time activity within the Veterans’ 
{\dministration. Within the last 6 months that has dropped to 5 
pereent 

Senator Humpurey. Is it not also true that a number of men that 
are now full time are being tempted by offers from other schools? 

Dr. Hinsrey. Those are the resignations. 

Dr. Trustow. They are offered full-time positions. Dr. Magnuson 
mentioned today that a chief of service in one of the sneelinl has 
been offered a full professorship in his specialty in an outstanding 
medical school. 

Dr. Hinsey. That I think gives you the type of people involved. 
It is because of this relationship that we have been able to get that 
tvpe of person to give his life to medicine in the Veterans’ Adminis- 
tration and they have had an opportunity for teaching and research 
It has been a type of service that appeals to the best of our medical 
people. 

Senator Humpurey. Dr. Wood, you were making the comment 
about vour experience in Georgia, wherein the medical school makes 
these nominations. That all follows from the language of this policy 
statement? 

Dr. Woop. Exactly; that is our interpretation of it. 

Senator Humpurey. That has been lived up to by the Veterans’ 
\dministration? 

Dr. Woop. It has been. 

Senator Humpurey. Only until recent months. Have vou noticed 
anvthing within recent months? 
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Dr. Woop. I have several examples that cause uncertainty. But 
I have not as yet in our own VA hospital in Chamblee, Ga., had any 
trouble with the nominations of the staff. They have taken our nom- 
ination staff, as far as 1 know, 100 percent. 

Senator Hinti. The truth is that language could not have been 
written in stronger fashion. ‘‘ Nominations by deans’ committees for 
such full-time positions will be welcomed; and, unless there be impelling 
reasons to the contrary, will be approved wherever vacancies exist.”’ 

Dr. Trustow. I will resume reading, if it is satisfactory with the 
committee. 


(c) Appoint the consultants, the part-time attending staff, and the residents 
nominated by the Deans’ Committee and approved by the Veterans’ Administra- 
tion 

(d) Cooperate fully with the schools of medicine in the graduate education and 
training program. 


> 


Now section 3 describes the position of the schools of medicine in 
this general agreement. 


3. The schools of medicine: 

(a) Will organize a deans’ committee, composed of senior faculty members 
from all schools cooperating in each project, Whether or not furnishing any of the 
attending or resident staff. 

(b) Will nominate an attending staff or diplomats of specialty boards in the 
numbers and qualifications agreed upon by the deans’ committee and the Veterans’ 
Administration. 


Is there any point that has been modified? 

Dr. Woop. I believe not. 

Dr. Hinsry. I do not think so. 

Dr. Trus_ow (reading): 

(c) Will nominate, from applicants, the residents for graduate education and 
training. 

d) Will supervise and direct, through the manager of the hospital and the 
consultants, the training of residents 


(e) Will nominate the consultants for appointment by the Veterans’ Ad- 
ministration. 


Do you wish to continue this part of it? 

Senator Hiti. I think that gives us the picture as to the tie-in. 

Senator Humpurey. Now at this point in the record we will include 
the full statement as we have it here. 

(Policy memorandum No. 2 is as follows:) 


JANUARY 30, 1946. 
PoLticy MEMORANDUM No. 2 
Subject: Policy in association of veterans’ hospitals with medical schools. 


1. GENERAL CONSIDERATIONS 


(a) Necessity for mutual understanding and cooperation.—The Department of 
Medicine and Surgery of the Veterans’ Administration is embarking upon a pro- 
gram that is without precedent in the history of Federal hospitalization. It 
would, therefore, be most unusual if numerous problems did not arise for which 
no fully satisfactory solution were immediately apparent. Such problems 
frequently can be solved only by trial and error; and, until workable solutions are 
found, both parties in the program must exercise tolerance if the program is not 
to fail. 

There can be no doubt of the good faith of both parties. The schools of medi- 
cine and other teaching centers are cooperating with the three-fold purpose of 
giving the veteran the highest quality of medical care, of affording the medical 
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veteran the opportunity for postgraduate study which he was compelled to forego 
in serving his country, and of raising generally the standard of medical practice 
in the United States by the expression of facilities for graduate education. 

The purpose of the Veterans’ Administration is simple: Affording the veteran 
a much higher standard of medical care than could be given him with a wholly 
full-time medical service. 

The purposes of both parties being unselfish, and there being no conflict of 
objectives, there can be no serious disagreement over methods. It will be recog- 
nized that the Veterans’ Administration is charged with certain legal responsibilities 
in connection with the medical care of veterans which it cannot delegate, if it 
would. Yet the discharge of these responsibilities need not interfere with the 
exercise by the schools of their prerogatives in the field of education. 

All medical authorities of the Veterans’ Administration will cooperate fully 
at all times with the representatives of associated schools and other centers. 
It is the earnest desire of the Acting Chief Medical Director that our relations 
with our colleagues be cordial as well as productive. 

(b) General division of responsibility.—The Veterans’ Administration retains 
full responsibility for the care of patients, including professional treatment, and 
the school of medicine accepts responsibility for all graduate education and 
training. 

2. THE VETERANS’ ADMINISTRATION 


a) Operates and administers the hospital. 

b) As rapidly as fully qualified men can be had, will furnish full-time chiefs 
of all services (see par. 5 below) who will supervise and direct the work of their 
respective staffs, including the part-time attending staff furnished from the school 
of medicine, insofar as the professional care of patients is concerned. Nomina- 
tions by deans’ committees for such full-time positions will be welcomed; and, 
unless there be impelling reasons to the contrary, will be approved wherever 
vacancies exist. These service chiefs are fully responsible to their immediate 
superiors in the Veterans’ Administration. 

(c) Appoint the consultants, the part-time attending staff and the residents 
nominated by the deans’ committee and approved by the Veterans’ Adminis- 
tration. 

d) Cooperate fully with the schools of medicine in the graduate education and 
training program. 

3. THE SCHOOLS OF MEDICINE 


a) Will organize a dean’s committee, composed of senior faculty members 
from all schools cooperating in each project, whether or not furnishing any of the 
attending or resident staff. 

b) Will nominate an attending staff of diplomates of specialty boards in the 
numbers and qualifications agreed upon by the dean’s committee and the Veterans’ 
Administration. (See 6e.) 

(c) Will nominate, from applicants, the residents for graduate education and 
training. 

(d) Will suervise and direct, through the manager of the hospital and the con- 
sultants, the training of residents. 

(e) Will nominate the consultants for appointment by the Veterans’ Adminis- 
tration. 

4. HOSPITAL MANAGERS 


a) Are fully responsible for the operation of their hospitals. 
b) Will cooperate with the deans’ committee, bringing to its attention ans 
dereliction of duty on the part of any of its nominees. 


5. CHIEFS OF SERVICE 


a) Are responsible to their superior in the Veterans’ Administration for the 
conduct of their services. 

bh) Will bring to the attention of their superior, for his action, such cases as 
they are unable to deal with personally of dereliction of duty or incompetence on 
the part of any full-time or part-time staffs under their control 

c) Will, together with the part-time attending staff, under the direction of the 
manager, supervise the education and training program. 

d) When full-time employees of the Veterans’ Administration, will be diplo- 
mates of their respective boards and will be acceptable to the deans’ committee 
and to the specialty boards concerned. It is the urgent purpose of the Veterans’ 


a = 
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Administration to place full-time fully qualified and certified chiefs of service for 
all services in each hospital associated with a school of medicine. Except in cases 
where the chief selected has local affiliations, which might embarrass or prejudice 
his relations with one or another of the associated schools, his initial assignment 
may not be cleared through the deans’ committee. In all cases, when it has been 
conclusively demonstrated that a chief of service cannot cooperate with a deans’ 
committee, he will be transferred (if efficient otherwise) and replaced by another. 

Until this purpose can be fully accomplished, however, in order that a hospital 
may obtain approval for resident training by one or another specialty board, it 
may be necessary to appoint part-time chiefs of services who meet the requirements 
of the boards. This will be done; but it will be done with the understanding that 
the part-time chiefs will be replaced with qualified full-time chiefs as rapidly as 
they become available. The duties and responsibilities of part-time chiefs will be 
the same as those of full-time chiefs. 


6. PART-TIME ATTENDING STAFF 


(a) Will be responsible to the respective chiefs of service. 

(b) Will accept full responsibility for the proper care and treatment of patients 

their charge. 

(c) Will give adequate training to residents assigned to their service. 

(d) Will be veterans unless approval in each case has been given by the Chief 
Medical Director. 

(e) Will be diplomates of their respective boards and acceptable to such boards 
for direction of resident training. Exception may be made in the case of a veteran 
who has completed the first part of his board examination, but whose completion 
of the examination was interrupted by the exigencies of the military service. 

(f) Will hold faculty appointments in one or another of the associated schools 
of medicine, or will be outstanding members of the profession of the caliber of 
faculty members. 

7. CONSULTANTS 


(a) Will be veterans unless approval in each case has been given by the Chief 
Medical Director. 

(b) Will be members of the faculty, or professional rank, of one or another of 
the associated schools of medicine. 

(c) Will, as representatives of the schools of medicine, direct and be responsible 
for the educational training of residents. 

(d) Will afford to the Manager and the proper chief of service the benefit of their 
professional experience and counsel. 

(e) Will conduct their duties through, and in cooperation with, the Manager 
and the proper chief of service, and also, in matters of education and training, with 
the part-time attending staff—always, however, coordinating with the chief of 
service. 


(The following was subsequently supplied: ) 


VETERANS’ ADMINISTRATION TECHNICAL BULLETIN 10A-—201, SePTEMBER 1, 1949 
RESIDENCY PROGRAM 


1. General.—The following instructions pertaining to residency programs of 
the Department of Medicine and Surgery in the VA will apply. Effective this 
date, there will be no new residency training programs instituted without the 
prior approval of the Chief Medical Director. For information regarding pro- 
cedures and policy affecting investigation of feasibility of establishing programs 
and securing approval of programs, see VA Technical Bulletin TB 10A—134 and 
change 1, ‘‘ Methods of Seeking Approval of VA Hospitals by Certifying Civilian 
\gencies,’’ dated April 14, 1948, and July 27, 1948, respectively. For infor- 
mation regarding intern training programs see VA Technical Bulletin TB 10A—200, 
“Intern Program.” 

2. Definitions.—(a) ‘‘Deans’ Committees’’: Are committees designated by the 
Chief Medical Director to establish and assume responsibility for training pro- 
grams in designated VA installations. 

(b) A “Resideney”’: Is a graduate training for physicians and/or dentists on a 
student basis over and beyond that period of training designated as internship 
It is primarily directed to enable physicians or dentists to further their training 
in accordance with the standards of the respective specialties. ‘‘ Residents’’ are 
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those physicians and dentists in training in residencies. Residents, like other 
physicians, dentists, and other professional members of the Department of Medi- 
cine and Surgery, should be available and responsible for the care, treatment, and 
welfare of their patients, 7 days a week, 24 hours a day. 

3. Deans’ Committees —Members of Deans’ Committees are designated by 
letter from the Chief Medical Director, no official personnel action being neces- 
sary. Members of a Deans’ Committee may or may not be employees of the 


(a) Qualifications and functions: (1) Deans’ Committees will be composed of 
individuals selected by the Chief Medical Director as being qualified to establish 
and supervise medical and dental residency. They will collaborate with al 
VA medical, dental, and nonmedical personnel through the Manager on all matters 
that may affeet such residencies. They will cooperate with all interested VA 
personnel in accordance with current VA policies and procedures in establishing 
and supervising residencies conducted under the auspices of the hospital or 
regional office. In order to carry out these functions, the Deans’ Committee 
may nominate subcommittees to operate under their supervision in regard to 
specific fields, such as dentistry, neurology, and psvchiatry, if they consider such 
action essential to the efficient operation of the training programs. The Chief 
Medical Director will designate by letter members of Deans’ Subcommittees, no 
official personnel action being necessary. Members of a Deans’ Subcommitte: 
may or may not be employees of the VA. Where subcommittees exist, the Deans 
Committee will include the chairmen of such subeommittees. There might then 
be on the Deans’ Committee a dentist, a neurologist, and a psychiatrist. 

(2) It is the responsibility of the Deans’ Committees also to collaborate with 
all VA medical, dental, and nonmedical personnel through the Manager on such 
matters as training opportunities, clinical standards and practices, space utiliza- 
tion, and selection and use of equipment and supplies. 

4. Intern and Resident Review Board.—(a) An Intern and Resident Review 
Board will be established for each station responsible for an intern and/or resi- 
deney program. This Board will be composed of the following individuals: 
The Chief, Professional Services; the Chief, Laboratory Service; one consultant 
or attending physician, if available; one member of the Deans’ Committee; and 
one or more Chiefs of Service according to the specialty of the residents under 
consideration; providing the number of voting board members does not exceed 
Six persons at anv one time. The Manager will designate the Chief, Professional 
Services, the Chief, Laboratory Service, and the Chief or Chiefs of Service 
The Chairman, Deans’ Committee, will designate the consultant or attending 
and the Deans’ Committee representative. The Chairman of the Intern and 
Resident Review Board will be elected by members of the Board. At stations 
where separate residency programs in fields of dentistry, neurology, or psychiatry 
exist, an Intern and Resident Review Board for each field may be established 
composed of the following individuals: Two full-time VA physicians or dentists 
in the field concerned; a consultant or attendant in the field; and one of the mem 
bers of the Deans’ Committee in the field, who is responsible for the program 
who will be Chairman. 

(b) The Board will reeommend to the Manager at least every 6 months, subject 
to the approval of the Deans’ Committee, change in status of each resident as 
prov ided below ; 

1) Continuation in present grade (junior, intermediate, or senior resident 

2) Advancement to next residency grade. 

(3) Separation from DM & 8S. (Applies to residents only, not to full 
time physicians and dentists receiving resideney type training.) 

(4) Advisement to apply for a position in DM & 8 other than resident 
status. 

5) Discontinuance from resident status because no further opportunity 
for resident training exists for the individual in the particular specialty (pro- 
gram) concerned at this station. 

(c) For disciplinary purposes, the Board will recommend to the Manager 
change of status of an incumbent resident as provided below: 

(1) Continuation of residency training. 

(2) Separation from DM&«s. (Applies to residents only, not to full-time 
physicians and dentists receiving residency type training.) 

(3) Advisement to apply for a position in DM&«S in other than resident 
status 

(4) Other disciplinary action as indicated. 

5 Vethed of appointme nt of reside nts. (a Application for V \ residencies Ww ill 
re directed to the appropriate Deans’ Committee or Deans’ Subecommittes 
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supervising the residency program in which the applicant desires training. The 
Deans’ Committee or Deans’ Subcommittee will recommend applicants to the 
Manager and forward two completed copies of VA Form 10-2805b, Application 
for Residency, for each applicant so recommended. The Manager will have the 
applicant submit SF 88, Report of Medical Examination, in duplicate, completed 
by a licensed physician other than the applicant. The papers will then be 
reviewed by the appropriate intern and Resident Review Board, with particular 
attention to eligibility for appointment insofar as current VA administrative 
regulations and educational requirements are concerned. ‘The recommendations 
of the Deans’ Committee in regard to professional qualifications will be in all 
cases accepted by the Intern and Resident Review Board. If the applicant 
meets all requirements, the Manager will have the papers processed for appoint- 
ment in the Department of See and Surgery. Residency appointments 
will be made effective as of January r July 1 of each year, ag possible 
A resident shall not be appointed for a oa nied of ic ‘ss than | year. Under ordinary 
circumstances, it is not necessary to complete VA Form 10-2850b, Application 
for Resideney, on residents presentiv on duty. No action by the Professional 
Standards Board is necessary 


(b) It will not be necessary for the applicant to submit a photograph as required 


by VA Form 10-2850b. In order to utilize the present supply of these forms, 
they will be overprinted with the following notation, ‘‘Omit Photograph Not 
cessary,’ and the portion ‘‘Paste or staple .. . in this space’’, will be blocked 
-lined out. Bureau of the Budget approval has been extended. 
"6 Types of appointments. a) Residents are appointed on a l-vear basis and 


may be reappointed annually upon the recommendation of the Intern and Resi- 
dent Review Board until the requirements of formal training necessary to qualify 
for the specialty of their choice is completed. This does not inelude any time 
allotted to meeting requirements described as ‘‘Practice of profession” or a state- 
ment of similar import. When a resident shifts his specialty to a related sub- 
specialty, this training will be considered progressive, and length of time to be 
spent in formal residency training will be a local professional decision of the 
Intern and Resident Review Board acting on the recommendation of the Deans’ 
Committee. 


(b) Appointments as residents will be made in one of three grades— junior 
resident, intermediate resident, and senior resident. A physician or dentist who 
has not completed a vear of acceptable internship or comparable graduate train- 
ing will not be acceptable as a junior resident For pay purposes only, the grade 
of the specific applicant will be recommended by the Deans’ Committee in 
accordance with the individual’s qualifications and status. For pay purposes, 


the first vear training would be as a junior resident, second year training as an 
intermediate resident, and third and any subsequent resident years as a senior 
resident. If a resident shifts his field of interest to another specialty during his 
training, the Deans’ Committee will determine his grade, basing decision on his 
over-all professional qualifications. No resident will be permitted to remain in 
a VA nuidends status longer than a total of 5 years. Veteran physicia ns or 
dentists appointed as residents in accordance with the provisions of paragraph Sa 
below will be classified in one of the three resident grades for professional ad:ninis 
trative use of the Deans’ Committee only, to indicate the status of such residents 
in the training program 
c) On the SF 50, Notification of Personnel Action, will be entered the statement 
kixcepted Appointment, Resident.’’ Seetion 14 (b) Public Law 293, 79th 
Congress, will be cited as the authority for appointment of residents. Under 
Remarks,” state that appointment is for a period of 1 vear. 
d) Residents, who have completed the period of training required as formal 
residency training for the specialty of their choice and who have been so desig- 
nated by the Intern and Resident Review Board upon the recommendation of the 
Deans’ Committee, are eligible for other appointments in the Department of 
Medicine and Surgery for the period known as ‘Practice of profession’’ or state- 


ment of similar import. Current directives as to recruitment of such personnel, 
vpes of appointment, methods of appointment, and recommended action 
such instances will apply (VA Technical Bulletin TB 5-43, “Employment of 


Residents in Vrobationary Positions After Completion of Formal Kesidency 
Training” 

7. Qualification of residents —VA Manual M5-3, part I, change 19, titled, 
Doctor of Medicine, Department of Medicine and Surgery,” and change 50, 
Dentist, Department of Medicine and Surgery,” set forth certain specific 
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requirements in order to qualify as a physician or dentist for the VA residency 
program. ‘Those requirements are as follows: 

(a) Be a citizen of the United States. 

(6) Doctors: Pe a graduate of a school of medicine approved by the Adminis 
trator and have completed an internship acceptable to the Administrator. [1 
the case of nonveterans, the approved schools of medicine and hospitals for intern 
ship will be those listed by the Council on Medical Education and Hospitals 
American Medical Association, in the list published for the year in which thi 
course of study or internship was completed by the applicant. In certain case- 
including veterans, applicants may be graduates of schools of medicine and hav: 
completed internships other than those above, if they are Diplomates of t! 
National Board of Medical Examiners, or if they are eligible for licensure in thi 
State in which they are taking their residency, or, in certain cases, when a specifi: 
approved exception to either or both of the previous clauses is made by tl! 
Chief Medical Director 

Dentists: Be a graduate of a school of dentistry approved by the Admini-+ 
trator and have completed an internship acceptable to the Administrator. Ih 
the case of nonveterans, the approve d schools of dentistry and hospitals for inter: 
will be those listed by the Council on Dental Education, American Dent: 


‘lation, in the list published for the vear in which the course of study o 





internship was completed by the applicant or, in certain cases, where a specif 


exception is made by the Chief Medical Director. In the case of veterans 
applicants may be graduates of schools of dentistry and have completed inter: 


1 


ships other than the above, if they are eligible for licensure in the State in whi 


they are taking their residency, or, in certain cases, when a specific excepti 
made by the Chief Medical Director 
License: Applicants for residency training need not be licensed to practice 
medicine at the time of application, provided that such license will be secured 
before the end of the first veal ol residency 
S Pay ¢ esudens a (ll pi vsicians and dentists appointed as residents up 
to Julv 3, 1949, who have rendered active service as medical or dental officers i: 


the Armed Forces of the United States between December 7, 1941, and Decembe: 
31, 1946, because of their experience and the fact tl 
more valuable to the Veterans Admini 
throughout their period of traini: 


quarters ibsistence, and laundry wil 





that their services will prov 
tration, will be paid $3,300 per annun 


t! ve on the station. the eost of 


— mm 7 


ney ii\ 
sul be deducted in accordance with R&P? 
9293: VA Technical Bulletin rB 56, Subsistence for Emplovees and Guest 
in R&P 9295 

t Che stipend for all VA residents who do not qualify under the provisions of 
, h station will be determined by the Chief Medica 


subparagraph @ above for eac 
Director on the recommendation of the Deans’ Committee and in conforma 





wit! the existing scale of remuneration for resident phvsicians or dentists a 


university hospitals in this locality rhe maximum stipend for each grade w 
be as TOlOWS 

1) ‘Senior resident— a sum not to exceed $3,000 per annum 

2) Intermediate resident—a sum not to exceed $2,700 per annum 

3) Junior resident a sum not to exceed S82 £00 pr r annum 


Che recommendations of the Deans’ Committee will be forwarded to the Cl 


lical Director through the Manager and subsequent customary chan: 





hese recommendations are exempt from a reports control symbol, under para 
Tridhi } } 
gra} 6i, section I, VA Technical Bulletin TB D¢ 19 
No charge for sleeping accommodations will be made to residents who oecup 
are? se ¢ 
quarters when they are required to remain on the station on a duty status over 
1) Subsistence mav be provided to all residents not living on the statio1 


accordance with VA Technical Bulletin TB 5—56, ‘Subsistence for Employees ar 





iforms will be furnished residents in accordance with present 
re be laundered at Government expense 
um salary of residents is based on rendition of service each da 
av be required by the Manager and Intern and Resident Revi 
Board. The per annum salary of these emplovees is based on rendition of service 
or authorized leave status with pav every day of the vear. Payments should ! 
made on the basis of one twenty-sixth of the per annum salary and allowance, 
authorized, for each regular biweekly pay period. For eavh day in leave withou 
pay status, one-fourteenth of the amount regularly pavable for a pav_ perv 
should be deducted No extra amount is pavable in addition to the regular pet 


t 
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annum rate, regardless of the number of hours of service rendered by a resident 
during a day or by reason of working on a legal holiday. Check deliveries will be 
accomplished in the manner outlined in paragraph 132, VA Manual M4-—10. 

9, Affiliated training——General.—Whenever the facilities for training at field 
stations are such that the requirements for the Specialty of the resident’s choice 
cannot be completely filled, the Manager may authorize the resident to secure 
that portion of the requirements at a non-VA hospital or medical! or dental inst 
tution or school. Such details will not be made unless determined as absolutely, 
essential by the Deans’ Committee for the proper training of the resident. The 
Manager may authorize such affiliated training as recommended by the Deans 
Committee and obtain training not available at the VA station. 

(a) Residents may not be detailed for affiliate training until a period of 6 
months of the initial l-vear appointment has been spent at a VA station. Up to 
50% of the total time served in a VA residency may be spent in affiliate training 
away from a VA station, provided the restrictions of the general requirements of 
paragraph 9 are met. Residents consequently may be assigned only after an 
initial period of 6 months has been spent ata VA station. The percentage of time 
allowed within the above restrictions will be a matter of administrative deter 
mination by the Manager. Details for affiliated training will be accomplished 
within the State in which the hospital is located and/or in which the Deans’ Com- 
imittee is located, or, in States which border the State in which the hospital! is 
located. ‘Travel involved will be performed at Government expense and the usual 
per diem authorized while traveling only. 

(b) It is considered highly desirable to attempt to effect mutual rotation of res 
dents where a non-VA residency program is used to provide affiliated training for 
VA residents. Thereby the VA hospital can receive comparable replacement of 
residents when VA residents are receiving affiliated training Mutual rotation of 
residents will onlv be accomplished with those non-V A hospitals where subsistence 
and laundry are furnished without extra charge to residents. The non-VA resi- 
dent received through the process of mutual rotation will be journalized as ‘‘] 
cepted Appointment Resident,’”? under the authority of section 14 (b), Public 
Law 293, 79th Congress. Under ‘‘Remarks’’ on Standard Form 50, Notificatio: 
of Personnel Action, in each case will be shown the period of appointment as tha 
agreed upon in the mutual rotation period but in no case will this be longer thar 
the period during which the VA resident is undergoing affiliated training Als 


under ‘‘Remarks,’”’ a statement will be made that the individual shall receiv 
compensation other than quarters (if such exists for } 
and/or subsistence, and/or laundry Thus when the non-VA re 
quarters and/or subsistence and/or laundry or any combination 


‘residents a 


] 

i 
by his parent non-VA hospital, without extra charge, the \ 
indicate that he will receive such comparable benefits wit! 
hospital, providing the VA resident being mutually rotated 
privileges from the non-VA hospital! 

(c) During affiliated training, the VA resident will continue his stat 
Department of Medicine and Surgery with respect to pay and all otter conditions 
and considerations of employment, with the exception that the VA resident wil 
not receive subsistence and laundry provided by VA during a period when he 
receiving affiliated training. His pay will remain unchanged 
will not be made for quarters, subsistence, or laundry. 

(d) Any charges for affiliated training furnished by n-VA hospital, medica 
institution, or school will be paid to the affiliated institution by the field station t 
which the fesidents are appointed and will be accomplished by contract. No 
contract involving payment for affiliate training may be effected by the VA until 
a resident has spent a period of time, in a VA residency serving at a VA station 
equivalent to that period of time for which a contract for affiliate training is made 
The Manager of the pertinent field station is authorized to contract for suc} 
training, charges for which will not be in excess of $500 per resident during any 
one fiscal vear. Any exception to this policy will only be made by the Chief 
Medical Director, although contracts currently existing in excess of the limitatio: 
above may be continued in force and renewed. <A copy of all proposed contracts 
for this purpose will be submitted to the Assistant Medical Director for Researc} 
and Education, Central Offic Funds for this purpose will be included 
regular quarterly budget requests of the statior Unless previously accom] 

a copy of all contracts currently in foree for affiliated training will be forwarded 
immediately to the Assistant Medical Director, Research and Education Servic 
for information and record. Training given at field stations by consultant 
attendings will not be construed as affiliated training and no char 

the salaries or fees for such personnel will be made. 


but deductior 
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e) Exhibit A is a sample contract which may be used as a guide. This is 
merely a suggested form of preparation and its use is not mandatory. It may be 
altered in any way necessary to meet each individual situation. 

(f) Residents may not utilize the training benefits provided under Public Law 
346, 78th Congress, or Public Law 16, 78th Congress, concurrently with VA 
residency training. 

(g) Residents will be carried on the personnel rolls of but one VA station at a 
time. When more than one VA station is involved in the same residency training 
program, the VA resident will be journalized at the parent hospital in the program. 
The resident will be carried on the rolls of this hospital as long as he remains in 
that residency program, even though his training is such that he is temporarily 
affiliating at another VA station. Ceilings for resident positions will be always 
allocated to the parent hospital for the program. Resident positions will onlv bs 
allocated to a regional office if it is not affiliated with a VA hospital in the residency 
program involved. 

h) Residents may be transferred or rotated by detail from one training program 
to another only upon the recommendations of all Deans’ Committees involved 
and the approval of Resident Review Boards and Managers of stations concerned 

10. Status of various groups of physicians or dentists as related to residency train- 

hvsicians or dentists appointed to the Department of Medicine and Sur 
the former VA Medical Service subsequent to December 7, 1941, must be 
o a residency status and salary if accepted for residency training. 
esidents a) Annual leave: Residents appointed under seetior 
Law 2938, 79th Congress, will be considered in the same category 
as other full-time employees for leave purposes and are granted leave under the 
same system as other full-time physicians and dentists in the Department of 

Medicine and Surgery, except that they are allowed 13 davs annual leave for a 
calendar veat Annual leave will be accrued at the rate of 42 day per biweekly 
pay period or a credit of 13 days may be given at the beginning of the calendar 

ar in which it accrues in lieu of the biweekly credit, and leave will be granted by 
the authorizing official only when such leave has been approved in advance by the 

Resident Review Board. Leave for residents will be reported on Standard Form 
1130, Time and Attendance Report, by the station to which appointed. Resi 
dents, on duty off station, will submit biweekly to the authorized individual pre 
paring SF 1130 for residen statement certifying over their signatures as to 
leave taken for the period covered Upon receipt of this statement, the informa 

will then be entered on } 30 by the authorized individual and the form 
led nnels, 

Residents shall be cre d with sick leave at the rate of | 
The minimum credit for sick leave shall be 1 day and multiples 
ave accrues to the amount of 1 day for 12 or more days of servic 

enters on duty other than the beginning of the pay period 


‘ues for less than 12 davs { nused sick leave shall be cumulative 


ance through the usua 


cha 
lite 


future use; provided That the balance to the credit of the 
end of any month shall not exceed 90 davs 
kor further details re garding all tvpes of leave refer to \ \ Tee} 
5-46, ‘“‘Leave for Doctors, Dentists, and Nurses of the Depart 
>and Surgery.” 
Residents, during period of residency, are not subject to the 
titled to the benefits f the Civil Service Retirement 
hese individuals who have hi prior Government service ai 
VA residency appointment ithout break in serwice. Thoss 
ing full-time employees after completion of training may file 
ce Form 103, Application for Service Credit, for the purpose of receiving 
the service For furthe ails refer to paragraph 144.04, chapter 
VA Manual 5-2 \ianual for Personnel Administration,” 
, 1OA-131 12, 1948, except par 10c, d, e, f, and g 
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[Sample contract] 


VETERANS’ ADMINISTRATION PROPOSAL FOR THE TRAINING OF RESIDENTS 


(City) 


Manager 
Veterans’ Administration 


(Station 


(Address) 


First. The undersigned, the . situated at 
, subject to the terms and conditions hereinafter pre- 
scribed, hereby agrees to furnish to Veterans’ Administration residents courses 
of instruction, or parts thereof, recommended by the Resident Review Board of 
as essential to the proper training of such residents 
to fulfill the requirements of the respective Specialty Boards, during the period 
Irom Lo y 
Seconp. In consideration of the faithful performance of the stipulated services 
the Veterans’ Administration will pay the charges as indicated below upon the 
presentation of properly prepared and approved vouchers, with the understanding 
that such charges will include costs of all services, supplies, and equipment neces- 
sary to the successful pursuit of the courses or parts thereof. 
Name of course or part No. of residents receiving 
of course Charge per course instruction l'otal cost 


Grand total 


Charges will be paid in arrears at the end of each period during which services are furnished 


Tuirp. It is warranted by the Contractor that the charges stated above are 
not in excess of charges made to other residents or students pursuing the same or 
similar courses or parts of courses under similar circumstances. 

Fourtu. The Contractor agrees to submit in writing to the Manager or his 
designate during the period of the contract at intervals specified by the Manager 
or his designate, reports of the progress of the residents receiving training from 
the contract furnishing such information as the Manager or his designate may 
require. 

Firru. Duly authorized representatives of the Veterans’ Administration shall 
be permitted to visit the institution to examine the training facilities and the 
work of the residents in training under this contract. A copy of the schedule of 
studies to be followed by each resident shall be made available to the Veterans’ 
Administration. 

Sixtu. This contract may be terminated by either party for good cause shown 
by giving thirty (30) days notice in writing. 

SeveENTH. The Contractor agrees that, in performing this contract, it will not 
discriminate against any emplovee or applicant for employment because of race 
creed, color, or national origin, but reserves the right to be the sole judge of the 
qualifications of any employee. 

KkigutH. No Member of or Delegate to Congress or Resident Commissioner 
shall be admitted to any share or part of this contract or to any benefits that may 
arise therefrom unless it be made with a corporation for its general benefit. 


f institution 


VETERANS’ ADMINISTRATION 
By 


Date 


84619 
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Dr. Hinsry. I think you get the definition of the chiefs of services, 
part-time or otherwise. Their duties are worked out there in very 
much detail. 

Senator Hitt. Having gotten the picture of what this relation 
should be, I return to your reference in paragraph 4 in which you speak 
of “the increasing difficulties experienced during the past 2 ye ars 
threatened the continued existence of the present excellent medic: 
program.” 

If you gentlemen have some order of procedure, please tell me. 

Senator Humpurey. Dr. Hinsey made this statement. You might 
sort of govern the discussion of it. 

Dr. Hinsry. Dr. Wood, you gathered material, go ahead and take 
off, and then John and I will continue. 

Dr. Woop. I have a brief statement here which I think will cite five 
or six examples of the thing you are asking for. 

Senator Humpurey. Very well. 

We will receive the statement you are referring to and you may go 
ahead and make your oral comments. 

Dr. Woop. As chairman of the Committee on Veterans’ Adminis- 
tration-Medical School Relationships, and representing the medical 
schools affiliated with Veterans’ Administration hospitals, I wish to 
present to you the expression of our deep concern for the future wel- 
fare of the VA medical program. The deans of some 50 medical 
schools, meeting in Chicago on February 11, 1941, voted unanimously 
that the expression of this deep concern be carried to the Adminis- 
trator of Veterans’ Affairs. 

Because of being chairman of this committee, I have received 
letters from deans of some 35 medical schools, and 25 of these have 
expressed their fears for the future of the VA program is not uncertain 
terms. 

I should like to depart from the written statement at this point to 
say that there is a most astounding and unbelievable unanimity of 
opinion in these letters I have before me. I will quote from them 
later, but I have never seen such consistent language from north, 
south, east, and west. The letters as you read them would almost 
indicate that they were written by one person. As typical of this 
feeling, I should like to quote from the letter of the chairman of one 
deans’ committee. This individual also occupies the position of chief 
consultant in general surgery, central office of the Veterans’ 
Administration. 

The principal difference between General Gray and Dr. Magnuson is due to thx 
efforts of General Gray to keep control of the medical activities of the Veterans’ 
Administration in lay hands down through the lowest echelons. 

He then goes on to say in another paragraph as follows: 


A single example of the present policy is in the action of Special Services, and 
Construction and Supply in placing a canteen in space which was badly needed 
for a laboratory in one of the New England VA hospitals. Certainly the Depart- 
ment of Medicine and Surgery should have control over the allocation of space 
within medical installations and control over the personnel which operate thos: 
installations. 


I should also like to quote from the dean of a medical school in the 
far West. This school is associated with four VA hospitals. 


The ability of the Veterans’ Administration to attract highly competent pro 
fessional personnel to its hospital staffs has been largely due to the fact that th 
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program of medical care has been the responsibility of the Chief Medical Director 
Already many membe ‘rs of the staffs of the Veterans’ Administration hospitals 
with which our deans’ committee is directly concerned are growing restless and are 
wondering whether their continuation in the Department of Medicine and Sur- 
gery of the Veterans’ Administration will prove as satisfactory to them in the 
future as it has in the past. Some are seriously considering resignation from the 
Veterans’ Administration. Unless confidence and assurance of security can be 
restored, the caliber of the medical personnel] will be bound to deteriorate. 

I hope most sincerely that the committee will take such a stand and place its 
views in writing, so that there will be no possibility of a misunderstanding on the 
part of General Gray. 


It should be made clear that the primary function and purpose of 
medical schools in the VA hospitals must be educational. The reason 
that such an excellent job is being done is because the medical schools 
are operating in an educational capacity. If they were to do a purely 
service job, they would not have any place for them. 

The excellent medical care provided in a teaching hospital is a 
natural result of such an educational program. The hub of the entire 
question under discussion than is: Will the VA, with its present policy 
and practices, be able to maintain the kind of hospitals with which 
medical schools can be associated. As already stated, the majority 
fear that it will not, unless policies and practices are changed. 

One further point should be made. In the majority of instances the 
recruitment of the excellent staff for VA hospitals has been made pos- 
sible only because of the association with a medical school. These 
staff members are now dissatisfied ; some have resigned and others will, 
in spite of any reassurance the deans may give them. 

In the ne xt part of my statement I would like to speak as chairman 
of the deans’ committee of the Veterans’ Hospital at Chamblee, Ga. 
And these are things we have personally experienced in that one hos- 
pital. This hospital occupies the full site of Lawson General Hospital 
and is affiliated with Emory University School of Medicine. I should 
like to cite these brief examples of the difficulties we have had in 
c * rying out our program. 

The manager of the hospit al receives his allocation of funds from 
tie central office quarterly. Since he never knows from one quarte: 
to the next how much money he will have to spend in any of the vari- 
ous categories, planned operation of the hospital is difficult. The 
item which has given us most difficulty has been the fund from which 
attending and consulting physicians are paid. This fund has varied 
as much as 25 percent from one quarter to the next. Obviously, no 
satisfactory medical or educational program can be planned with this 
uncertainty which recurs every 3 months. Many schools have experi- 
enced this difficulty. 

In VA hospital, Chamblee, Ga., difficulty has been experienced 
in obtaining X-ray equipment. As long ago as 1947—some of this 
| will interject is inherent in the organization and the Administrator 
or chief medical man has to cut through the lines of authority and 
nae it work. Sometimes that happens and sometimes it does not. 

Senator Humpurey. Yes. 

Dr. Woop. As long ago as 1947, there was a delay of approximately 
12 months in obtaining basic equipment used daily in the care of 
patients. I want to emphasize that because it was not a research 
type of apparatus or extra equipment because this is the type of 
equipment that everyone uses in taking care of the sick. This had 
been approved by all medical pe ‘rsonnel to the central office. This 
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hospital has not as yet been able to get the necessary equipment to 
take a particular type of X-ray film known as a planogram. Such 
equipment would cost less than $1,000. At the present time patients 
are sent to private institutions nearby when this type of study is 
absolutely necessary. The expenditure for this sending of patients 
outside the VA hospital is $500 to $600 a year. In other words. 
almost enough to buy that piece of equipment within 1 year. 

Within the last few weeks the hospital received an X-ray projecto- 
scope known by the trade name of Vu-Graph. This item had not been 
requested and is not essential; the cost is between $3,000 and $4,000. 
Another projectoscope was also purchased for the VA tuberculosis 
hospital on Peachtree Road, Atlanta, Ga., in which there is no 
education. Therefore, their projectoscope was even less useful than 
it would be at Lawson. 

Senator Humpurey. Is it all right to interrupt? 

Dr. Woop. Certainly. 

Senator Humpurey. To what would you attribute that? 

Dr. Woop. Of course, I do not know of my own knowledge. | 
would assume that someone in equipment supply and purchases is 
buying things without any medical advice. 

Senator Humpurey. This relates back to what Dr. Magnuson was 
saying this morning that, where supply is under a separate head, an 
equal position like an administrs ator, you just do not get that coordi- 
nation which is necessary? 

Dr. Woop. That is right. 

In other words, what you are saying, Dr. Wood, is that in the 
matter of supply that pertains directly to the care of the patient it 
is unwise policy to have that supply under the control a someone 
that may not be directly affiliated with the hospital or with the 
knowledge of the patient’s needs or the professional staff canna 

Dr. Woop. Exactly. 

Senator Humpurey. That this supply pertaining to the medical 
care and health and welfare of the patient ought to be at least unde: 
the general supervision of the department that has direct responsi- 
bility for the care and welfare of the patient? 

Senator Hitu. And the use of that equipment. 

Senator Humpnrey. And the use of that equipment. Particularly 
is that true with the use of that equipment? 

Dr. Woop. Exactly. 

| have some other points that will bear out the same thing. 

ANSCO X-ray film is now in use by all VA hospitals in the United 
States. Sixty-two percent of the hospitals report excessive fogging 
and streaking of these films. In a survey made by the VA itself in 
which 92 percent of the hospitals replied to the survey questionnaire, 
they got that report of excessive fogging and streaking of these films 
Many films had to be discarded. “Tt has been offic ially stated that 
the ANSCO Co. was the only firm making a bid for this fiscal year, 
and, therefore, they will have to be used to the end of this fiscal year, 
June 30, 1951. 

Senator Hii. Is it your thought that that ANSCO film should 
never have been coal in the first place? 

Dr. Woop. Iam not a radiologist, but I do know from my conferees 
in that specialty that ANSCO film at the present time—I do not know 
about the past or future—is unsatisfactory. 





MEDICAL CARE FOR VETERANS 125 


Senator Humpurey. You do know also—is it not right to say, 
Doctor—that, if the supply function for the medical care were under 
the jurisdiction of the medical-service department or Medical Depart- 
ment, another kind of film could be obtained? 

Dr. Woop. Certainly. 

Senator Humpurey. You have Eastman and many other film com- 
panies that could make film? 

Dr. Woop. Certainly. 

Senator Humpurey. This results, I gather, from the fact that the 
supply function is unrelated to the service function? 

Dr. Woop. Exactly. 

Senator Humpurey. And the supply function continues to ask for 
bids and gets the same bid from the same company? 

Dr. Woop. Medical opinion could dictate the specification for film. 

Senator Humpnrey. Correct. 

Dr. Woop. That would make it impossible or unlikely to get film 
that would not serve the need. 

Dr. Hinsey. We do not need to mention what is lost in terms of 
man-hours when you are using supplies of that kind. 

Senator Hitt. You have to take another picture? 

Dr. Hinsty. That takes many, many man-hours of very important 
and very expensive people. 

Dr. Woop. That is right. 

There : as a long delay of more than 6 months in the simple 
re end ‘ling of a hospital ward building to set up a research laboratory. 
Medical approval had been given from the beginning, all the way to 
the Chief Medical Director. The deans’ committee never was given 
any reason for this delay. Naturally, it could have been held up in 
the Offices of Supply, Finance, or Construction. 

Senator Humpurey. Senator Morse, Dr. Wood is just giving us an 
answer to a question by relating examples, a question that was pro- 
pounded by Senator Hill. The answer was as follows: The Associ- 
ation of Medical Colleges does not presume to state how the Veterans’ 
Administration should be organized or who should hold key positions. 
[Reading:] 

It records herewith its belief that the increasing difficulties experienced during 


the past 2 years threatened the continued existence of the present excellent 


medical program. 

Senator Hill asked for a little explanation on that, and Dr. Wood is 
viving us some case examples of what he means by difficulties which 
seem to threaten a good medical program such as has been established 
under the deans’ committee. 

Senator Morse. I want tosay, Mr. Chairman, that lam sorry Iam 
late, but I have never figured out how to be at three committees at the 
same time. I have two other hearings that I ought to be attending, 
but Tam here now and I will stay here until we finish this one. 

Senator Humpurey. You may proceed,«Dr. Wood. 

Dr. Woop. I have been relating this instance of this simple re- 
modeling of a hospital ward building to set up a research laboratory. 

Senator Humpurey. Would it not be fair to say at this point, Dr. 
Wood, that where the Medical Director does not have supervision or 
re sponsibilit: y for this remodeling or alteration of any existing facility 
that, even though you got clearance all the way up to the Medic al 
Director, if the Medical Director is not also in a position of responsi- 
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bility for budget and supply he cannot mi ake an authoritative judg 
ment even though he gives you clearance? This sort of fools people 
it seems tome. It does not really tell the true story. 

Dr. Woop. Exactly. 

Dr. Hinsey. That is correct. 

Dr. Woop. The next item has to do with medical supply. Thi 
central office of supply recently issued an order requiring the pharma 
cists in all hospitals to maintain a 60-day stock level of all “contract 

rugs. 

“Contract drugs” is a term used by the VA for drugs not kept in 
their usual supply list but are bought on the open market. Howeve 
this order from central office means that pharmacists are unable to 
carry a stock related to local needs or in accordance with the recom 
mendation of the physicians using such drugs. 

Senator Humpurey. In other words, this is a standard practic 
that, regardless of what the doctors may be prescribing in a particula: 
hospital, this procedure will be followed? 

Dr. Woop. That is right. 

Senator Humpurey. Regardless of what the scientific research has 
revealed in this hospital there are certain drugs known as contract 
drugs in the pharmaceutical profession, all hospitals with pharmacy 
departments get the 60-day supply, is that it? 

Dr. Woop. Exac ‘tly, except that term is not the pharmacy term, it 
is the VA term. 

Senator Humpnrey. They have a list? 

Dr. Woop. Of contract items. All hospitals would have to carry a 
60-day supply whether that hospital would use them or not. It is 
not economical and does not make sense as far as I can see. 

Senator Hinti. A tubercular hospital might have a different stock 
of drugs from a general hospital? 

Dr. Woop. That is right. 

Dr. Trustow. And it might vary between general hospitals from 
place to place. 

Senator Humpurey. Depending on the medical practices in thi 
medical profession in that area 

Dr. Woop. In closing I wish to reiterate that it is because of this 
sort of difficulties which have been recurring that the deans of the 
medical sehools feel the collapse of the present medical program Is 
impending. The morale of hospital staff has already suffered to such 
an extent that remedical action will be needed at once to prevent an 
increased number of resignations. 

Senator Humpurey. Senator Morse, I think you would be interested 
in hearing the comments that were made here a moment ago, first in 
respect to some of the X-ray equipment which you can read in the 
statement but also in respect to avother item which Dr. Hinsey has 
called to our attention. 

Dr. Wood, do you have any further comments that you wish to 
make? 

Dr. Woop. I believe not. 

Senator Humpurey. Nothing beyond your prepared statement? 

Dr. Woop. I have nothing else at the present time. 

Dr. Hinsry. Senator Hill asked for an example. I could take 
longer than I should but I would like to tell you about some of the 
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experiences that we have had at Kingsbridge Hospital which is a 
1,900-bed hospital up in the Bronx of New York. 

[ want to tel! you something about how we have organized that from 
the standpoint of the deans’ committee and how the deans’ committee 
have taken their responsibilities, and then I proceed to this. 

We have in New York City in the metropolitan area five medical 
schools. The dean of each of those medical schools became a part 
of the deans’ committee and we have rotated the chairmanship of 
that committee for 2 years with different ones of our deans. There 
are now six medical schools participating. 

As far as the teaching of the undergraduate program, we get nothing 
out of it. We have done it as a matter of service because we believe 
that the veteran ought to have the best possible care and we believe 
that training for young veterans physic ians who came back from 
service should be the highest grade. “There will be an improvement 
in the practice of medicine as a result of what is done in that way. The 
schools who have worked together and the consultants in those in- 
stances have been outstanding men in New York, men like Dr. John 

. John, Dr. Allen Whipple, Dr. Russell Cecil, Dr. Robert Loeb, 
Dr. Harold Wolf, Dr. eames Rennic, Dr. Frank Berry, Dr. Philip 
Wilson, and I could go on. They are the outstanding people in 
medicine in their fields in New York and they are devoted to that 
hospital. We have developed a program there that we are very 
proud of. 

A little later, when the hospital at Fort Hamilton was built, the 
Long Island Medical School took over the staffing of it, still with the 
deans’ committee. Then there came a problem that 50 miles up the 
Hudson at Peekskill is a hospital for 2,000 beds, the Franklin Delano 
Roosevelt Hospital was to be opened. It is mainly for psychopatic 
patients and the manning of it is a difficult thing because it is so far 
from New York. Because of the fact that one of our services is at 
White Plains, we have a Westchester division of the New York 
Hospital which is our joint teaching hospital at Cornell, the Cornell 
Medical College took over the teaching and training responsibilites 
at this hospital some 50 miles away because we felt it was our duty 
to doit. Now those are things we are doing I cite them because Iwant 
you to know that, in terms of what we get back, it does not mean any- 
thing to us in terms of our immediate undergraduate program. As a 
matter of fact it takes away from us because it puts extra demands 
on staff but we think it is our duty. 

There are many other hospitals where the same thing is true. There 
is some impression that the deans are beholden to this program; that 
they have their feet in the trough; that if this is taken away from us 
we will lose something. 

I want to say that there are some instances where that might be 
the case but by and large the medical schools are putting far more 
into this program than they are getting out. 

Senator Humpurey. The deans are not on salary? 

Dr. Hinsry. We do that without anv compensation and, as a matter 
of fact, the transportation and expenses that we have are paid out of 
our own pockets. 

The following is a brief summary of events at the Bronx Hospital 
illustrating an increasing departure from the principles of the policy 
memorandum No. 2. 





128 MEDICAL CARE FOR VETERANS 


About 2 years ago came an order from central office essentially 
transferring the out-patient department away from the Bronx Hos- 
pital to the regional office clinic, which is way downtown in New York. 

Senator Humpurey. By the way, Doctor, may I ask you here, have 
you heard of other instances like this, because it seems to me my 
memory tells me that there have been other efforts made to take out- 
patient facilities out of these hospitals and put them in regional 
hospitals? 

Dr. Hinsey. I think it has happened in Baltimore. 

A vigorous protest from our deans’ committee at that time was 
shortly followed by assurances that the directive really did not mean 
all it appeared to mean; and in any case, the out-patient services 
continued as before. 

In the summer, the national advisory committee, after several] 
vigorous sessions with the Administrator, prevailed upon him. to 
rescind his order requiring hospital managers to report directly to 
him rather than to the chief medical officer. 

In September 1949, the manager at the Bronx Hospital received 
orders for a cut of 49 employees without notice or forewarning. In 
January 1950, came orders for the transfer of six doctors to Dublin, 
Ga., with the alternative of resignation from the service. And on 
March 1, a wire from General Gray ordered a cut-back of 150 per- 
sonnel with 18 hours for compliance. 

One week later it was announced that Halloran Hospital, on Staten 
Island, would close, involving the evacuation of 1,300 patients within 
3 months, the transfer to the Bronx Hospital of out-patient obliga- 
tions at once, the assumption by other hospitals of 40 to 45 residency 
training obligations, and the demobilization of civil-service personne ‘1, 
numbering more than 1,500, many with “bumping rights” in a posi- 
tion to displace satisfactory personnel in installations of this area. 

In other words, they could bump out the people at the Bronx 
Hospital when they closed that one down. 

After extensive negotiation, the personnel cut of March 1 was re- 
stored, but on the other hand, no increase was given to handle the 
heavy transfer load. And then on May 15, central office directed 
that the personnel cut was to be enforced through the cancellation of 
positions as they became open by resignations. 

In June word came that there would be no money available for 
personnel to man the research laboratories just completed and 
equipped at a cost to the Government of over $280,000. 

Those are just some of the top things that have happened. There 
are other minor things. I can go ahead. Dr. Harold Diehl sent to 
me for my use a whole list of some eight of these problems that have 
come up in the University of Minnesota. If he is to testify | would not 
care to do it, but if you would like me to do so, I could lay it in the 
record. 

Senator Humpurey. I would like to have you do that and then we 
will place it in the record. 

Dr. Hinsey. Should I proceed with this? 

Senator Humpurey. Go right ahead. 

Dr. Hinsry. Then I have another comment from the hospital at 
San Francisco that the deans’ committee at Stanford and California 
have had to deal with budgetary matters. 
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This is entitled, “Examples of Difficulties of Operation of the 
Medical Program at the Minneapolis Veterans’ Hospital Resulting 
from Present Organization Pattern and Management Policies of the 
VA.” [Reading:] 


1. Delays in construction of radioisotope and experimental surgery laboratories, 
Construction projects held up in Office of Assistant Administrator for Construe- 
tion, Supply, and Real Estate. Experimental Surgery Laboratory delayed for 
3 vears. 

2. Delay in construction of new greet addition. Delay of 1'4 years as a 
result of an order canceling original plans for building and ordering new plans for 
different location. We understand that this was done without consulting the 
chief medical director. 

3. Peor planning of buildings and alterations. This is largely due to lack of 
coordination between Offices of Medical Director, Special Services, and Construc- 
tion; to failure to coorinate with staff of the hospital who know what the local needs 
are; to failure on the part of the architects to recognize medical requirements of 
hospital building 


l understand that some of the architects were told to stay away from 
the Medical Department. Dr. Magnuson told me about that 


too rigid “‘eriteria’”’ which govern allocation of space to different funetions within 
a new hospital building, and make it impossible to allocate space according to the 
needs of a modern hospital. 

t. Centralization of funetions during the past 5 years which has progressively 
reduced authority of the manager to operate the hospital 

(a) Personnel Division abolished and functions given to a field personnel office 
operated from Fort Snelling. Personnel records are no longer filed at the hospital. 
Delays in transmission of personnel action forms. Definite deterioration of 
service in the form of failure to provide prompt and accurate information on 
changes in personnel policies, rules, regulations, ete. 

(b) Centralization to Washington of classification of eiv a rvice jobs, leading to 
intolerable delays in setting up new positions, and to difficulties in having jobs 
fairly graded. 

(c) Utility and maintenance service of the hospital abolished, and functions 
taken over by construction service operating from Fort Snelling. 


Senator Humpurey. May I interrupt there? What Dr. Diehl 
pointing out there is the encroachment of regional offices which is 
dealing with compensation and insurance and that kind of problem 
into the hospital management. L have been in consultation with a 
number of people on this and that seems to be a uniform pattern, 
| mean, where you have a strict type of administrative head moving in 
and taking over for all practical purposes the hospital function of 
hospital management or at least a portion of hospital management? 

Dr. Hinsry. He goes on as follows: 


This service is fairly adequate now, but only by sufferance of the chief engineer. 
He, rather than the manager, makes the decisions as to whether a request for 
service is to be honored or not. Until recently there have been serious mis 
understandings, “passive resistance’ and delays, requiring constant and repeated 
efforts to get things done. 

(d) Constant threat that the whole hospital will be taken over as part of the 
center at Fort Snelling, with a lay manager. 


Those are some of the centralization functions. 


5. Table of organization for medical and for auxiliary services of the hospital. 
This table has not as yet been imposed but is due any day now. It fixes the 
number of employees in all categories and requires central office approval of any 
changes. Formerly the manager had authority to make adjustments between 
programs according to changing situations. We are reliably informed that this 
table would have been set up on a very rigid, unalterable basis, standardized for 
all hospitals, had it not been for the aggressive opposition of the medical director. 
The Administrator originally ordered that all job descriptions coming under the 
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table of organization should be standardized, but this has not been done in the 
medical program as yet, again due to opposition by the medical director. 

Senator Humpnrey. May I interrupt again? 

Dr. Hinsey. Yes. 

Senator Humpurey. I wanted Senator Hill and Senator Morse to 
know that this is part of this general effort, sub rosa, a subtle effort, 
to consolidate these medical positions under the rules and regulations 
of the civil service. 

You see, this is the sort of creeping paralysis, we used to call 
out home in Dakota, ‘“‘creeping Jenny.”’ 

Dr. Hinsry. That is right. 

Dr. Trustow. That must be emphasized. 

Dr. Hinsry. That is the thing we are so fearful about and that is 
the reason that there is this lowering of morale among the deans’ 
committees. 


The effect of standard descriptions would be that supervisors could not direct 
their employees to perform any duties not described in the standard form. It is 
evident that such a scheme, would be disastrous if put into effect, since standard 
ization within the VA has always been based on a concept of an ‘average’ VA 
hospital of the old type. The new medical program cannot be operated unless 
flexibility is provided to meet the requirements of special hospitals and special! 
situations. 


I cannot emphasize that too much. 


6. Attempts to staff new, often remote, hospitals by involuntary transfers of 
personnel, especially of physicians. These efforts have so far been vigorously 
opposed by the medical director. 


I would like to illustrate what happens. A man starts in and 
becomes a full-time man in the Bronx Hospital. Maybe he buys a 


home. His children are in school. He becomes established in that 
community. Then word comes that on very short notice he is going 
to Dublin, Ga., or some other place. Well, that destroys the desir- 
ability of that type of position in medicine and when a thing like that 
happens in a hospital a wave of this goes through the place, “Am 
going to be the next one?”’ 

Dr. Trustow. The total result was that 15 were ordered and 
8 resigned. 

Dr. Hinsry. We had that happen. 

Senator Hitu. You are dealing with an entirely different personne! 
here from that old civil service concept of personnel. 

Dr. Hinsry. You have a different type of service too. 

Senator Morse. That is the point. It seems to me, as I tried to 
bring out this morning in my examination of Dr. Magnuson, you have 
two different concepts of how medical services should be rendered 1 
this country. I think if you follow the so-called professionals over 
in the Veterans’ Administration, | mean, the civil-service profes- 
sionals, you are going to decrease and decrease the use of your civilian 
hospitals and your civilian doctors for the rendering of service that 

‘an be done in the home town where it ought to be rendered wherever 
possible and you are going to build up here a kind of governmental 
medical corps that is going to be just a domain unto itself. 

Dr. Trustow. Has anyone inserted into the record the astonishing 
cost of the entire attending and consultant service to the patients in 
the Veterans’ Hospital System? It was given to me as 53 cents per 
patient per day. 
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Senator Hiri. That was put in. 

Senator Morse. I think there is a very concerted drive on to either 
weaken or eliminate entirely this whole policy of the deans’ commit- 
tee. Certain of the veterans’ organizations, apparently, have been 
won over to the idea that the deans’ committee program had to be 
discarded. I think that is involved in this dispute. 

Dr. Trustow. I have taken as many opportunities as possible to 
speak to veterans’ groups in the New York area and explain the 
deans’ committee program in considerable detail. I felt that those 
who really understood the program were prepared to give it their 
full support. 

Senator Humpurey. | think what this amounts to, my personal 
opinion in reference to these examples you are giving, and particularly 
to Dr. Diehl’s example, is the power play within the organization. 
in other words, vou have this under the deans’ committee system. 
Your hospital unit when it started out was an integrated unit more 
or less within itself, The hospital manager did have some autonomy 
but the old-line people in the VA that have come up for the last 
25 vears, they have been trying to consolidate their power and author- 
ity more and more. It is a sort of bureaucratic tentacles reaching out 
to say, “We do not need a duplication of supply over in the hospital, 
we are supplying mimeograph paper over here for the insurance divi- 
sion, why not supply certain kinds of drugs? We will have the same 
supply officer buy drugs for the hospital.”’ 

It is the idea of what you might call theoretical Government admin- 
istration, centralization of personnel, centralization of budgetary 
policy, but it just does not meet the particular kind of situation any 
more than you can have standard drugs all the way across the country. 
One doctor prefers to prescribe a particular kind of medici ‘ine; that is 
all. The man on the other side of the continent may say, ‘“That may 
work all right over in Minnesota but I have a system that works all 
right for me.’’ You just cannot standardize it that way. 

Dr. Htnsery. In interpolating you have made’ very dear the prob- 
lems. You have spent some time with this and know a lot about this. 

Senator Humpurey. Thank you, Dr. Hinsey, that is on the record. 

Dr. Htnsey. Somebody has been coaching you. 

Senator Morse. I can verify that the Senator from Minnesota has 
been living with this. 

Dr. Hinsry. The next item involves budgetary problems. 

7. Budgetary problems: (a) Each year since 1946, some sort of ‘‘personnel 
freeze’ or other device including the recent RIF has been instituted arbitrarily and 
without warning, usually in the months from January to March, which have 
resulted invariably in serious disruption of service of veterans, deterioration of 
morale of all employees, and complete upset of all planning for stable operations 
in the future. We do not know enough about the handling of budgetary problems 
by Government agencies to know whether the fault here lies with the VA or 


whether it is due to the Bureau of the Budget. The problem should be in- 
vestigated. 


(6) Lack of coordination between appointment of consultants and 
attendings by the deans’ committee and provisions of funds to pay for 
these services causes a recurring problem of adapting the number of 
visits made to the funds available. These funds have been progres- 
sively reduced during the past year, to the point where service to vet- 
erans and participation in the educational program of residents by 
these consultants has been seriously threatened. Morale of this group 
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had deteriorated since they can no longer count on being paid for their 
services. It has not been explained by Central Office whether the v 
consider we have too many consultants for our needs or whether there 
are just not enough funds to provide for their payment. We fee! 
Central Office owes an explanation of these actions to the deans’ com- 
mittee, and that, in future, adjustments of this budget should be made 
in cooperation with the university. 

Senator Morse. Doctor, may I raise a point there and ask for your 
observation on it because I have noticed that whenever the Congress 
cuts a Federal Department, in other words, Agriculture or Veterans’ 
Administration or Civil Service, and I will give my most recent ex- 
perience with the Civil Service cut. 

We cut a year ago, as I recall, the Civil Service, not enough I did 
not think, but we cut them and the next day there was a motion 
introduced to restore the cut, reconsider the cut. We were waited 
upon by two types of Washington representatives known as lobbyists, 
those in behalf of the labor organization and those in behalf of the 
veterans’ organizations. We were told that this cut would have to 
be made at the expense of the veterans by the Civil Service Commis- 
sion. In other words, what I am illustrating here is that when you 
make a cut in a budget, these departments play their own brand of 
politics by announcing that the cuts will be made on those groups 01 
in connection with those services that they think will have the most 
political effect on the politicians and the Congress. 

[ was wondering if you had observed that when cuts are made in 
the Veterans’ Administration budget that the Veterans’ Administra- 
tion lets it get abroad that the saving will have to be made to a ¢on- 
siderable extent at the expense of the medical care of the veterans? 

Dr. Hinsrey. That is a little hard to say. John, would you com- 
ment on that? 

Dr. Trustow. | know the pattern of maneuver to which the 
Senator refers. It is difficult for me to re ply t » his question, pee 
ever, for while I recall at least two reports along these lines in the 
public press, I never considered these seriously because of my fe atl ‘ul 
ity with such agency releases. | am not aware of any serious impact 
of these political shenanigans upon the morale of the full-time stafl 
or the confidence of the visiting staff. Not for a minute did wi 
attribute the cuts in budget items or the cuts in personnel ceilings to 
| cuts in the total VA appropriation. On the contrary, we 
felt these cuts in budget and personnel were entirely within the full 
allocation of funds to the Medical Department and reflected in all 
probability (1) shifts engineered by other departments in the VA 
system by virtue of their increasing influence upon Medical Depart- 
ment budgets, and (2) failure to increase the Medical Department 
budget at a rate corresponding to its expansion in the form of new 
hospitals throughout the country. 

Senator Morse. I am glad to hear that. 

Dr. Hinsey. The cut was on both medical and nonmedieal. 

Dr. Trustow. The situation was further aggravated at the time 
of the several R. I. F.—reduction in force—orders during 1949-50, 
I believe that in the summer of 1949, debate on appropriations for 
certain agencies, including the VA, continued into September. 
During these first months of the new fiscal year, therefore, appropria- 
tions were available not on the basis of the current state of expanded 
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operations, but on the basis of 1 to 12 of the previous annual appro- 
priations for each month thus consumed. This inevitably put the 
squeeze upon the budget for the rest of the year, and no emergency 
appropriation was passed to make up for the annual deficit. 

Senator HumpHrey. Senator Morse, I think at this point it would 
be well for our staff to get an analysis of the VA budget. I happen 
to have seen one of these statements of the budget and, if my memory 
is serving me correctly, somewhere around 80 to 85 percent of that 
budget of the total appropriation for the VA is outlined and pre 
scribed and proscribed by statutory law. In other words, those are 
compensation benefits. 

Dr. Hinsey. That is correct. 

Senator Humpnrey. The only place that you can make any cut 
is in the other 15 to 20 percent of which approximately 10 to 12 
percent is for medical care so if you start to get down to making a cut 
on that 10 to 12 it has a direct affect upon the quality of professional 
service. In other words, there is so much of it that is tied down by 
law, the actual dollars. In other words, you have so many cases of 
10 percent disability, so many cases of 20 percent disability, so many 
cases of 50 percent disability and soon. All you have to do is to bakes 
the number of dollars for each of those percentages and multiply by 
the number of people and you know how much it is going to cost 
in the aggregate. 

When you come to medical, the only thing you can do is prognosti- 
cate or guess or prophesy as to what will happen in the coming year. 
The cuts that we have had J think it is fair to say that there have not 
been too many cuts. What the Doctor is referring to is that about the 
first of March the funds start running out. This is part of the 
Admunistrator’s pole v,. When those funds start running out he serves 
a notice that by April 1, for éxample, you will have to lay off 200 
people, let us say, in the medical and 200 people in the nonme idical. 

It was the feeling of some of the people in the VA, and I am sure it 
was true of Dr. Magnuson, that that ought to have been prophesied a 
little bit in the future. Instead of waiting until March to tell people 
this, you know how many dollars you have and you can judge this 
over a long period of time. 

Dr. Hinsry. It is a matter of adequate coverage of services and 
you cannot cut that down. 

Senator Humpurey. Since vou raised this budgetary problem, we 
ought to get a full analysis of that. 

Dr. Hinsry. The next point has to do with supplies. Dr. Wood 
has discussed this. I will cite their examples. 

8. Supply problems: Difficulty and delays in obtaining new hospital equipment 
as needed. Requests can only be submitted quarterly. They are sent to Wash- 
ington and several months usually elapse before one knows whether the request 
has been approved or disapproved. Kepeated requests submitted over long 
periods may result in repeated disapprovals though the need may be urgent. Dr 
Wells has tried re peatedly for 5 years to obtain & Benedict basal metabolisin 
apparatus for use in the clinical laboratory, since he considers this type to be the 
most accurate and most practical. The requests have been turned down con- 
sistently. The machine presently used is a Benedict obtained by gift from the 
university. 

The difficulties referred to are e xample s of inefficiencies which 
result from attempts to effect small economies by controlling these 
expenditures in Washington where nobody really knows the local 
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need. The manager should have an equipment fund. At present 
there is such a fund for research equipment, but this is not availab 
for general hospital purposes. Dr. Wood cited matters to be supplied 
in greater detail. 

In general, difficulties have continuously increased during the past 
5 vears as a result of a continuous retrogression of management 
policies toward a more and more dictatorial and bureaucratic pattern. 
The authority of the manager has shrunk almost to the vanishing 
point. We feel if this trend is not soon checked, and reversed, ther: 
can be little hope for continuation of a good medical program at this 
hospital. That is the one at the University of Minnesota. 

Now, I would like to cite on this matter of budgetary contro! 
This is from another part of the country, and I think illustrates th: 
problem they are having around the — rancisco area. [am sure, 
Senator Morse, they are having trouble in your part of the country 
but I do not happen to have any to cite. "This | is from the chairman 
of the deans’ committee at the Fort Miley Hospital. It is a letter 
signed by Dr. Robert Aird. I am sure it is all right to introduce 
this, because Dr. Smyth, the dean at the University of California 
sent it to me for my use. This is a letter addressed to the Adminis- 
trator. It is under date of April 12, 1950. 

Then I have a letter from the dean of Stanford Medical School on 
February 7, 1951: 


Dear Dr. Gray: The deans’ committee of the Fort Miley Veterans’ Hospital 
is sympathetic with the necessity of budget reductions in the Veterans’ Adminis- 
tration. However, this committee believes that, to maintain a teaching progran 
with superior medical care of th e quality which university facuities can sponsor 
budget reductions and polievy changes within the Fort Miley Hospital such as 
affect the teaching and medical care programs should be made only after con- 
sultation with the deans’ committee. The recent, sweeping changes ordered 
without such consultation with the deans’ committee leaves the position of this 
committee untenable. 

It is the unanimous opinion of the members of this committee that the Fort 
Miley Hospital, and all other deans’ committee hospitals should be placed imme 
diately in an administrative category separate from that of the service, nor 
training hospitals. When this committee was established originally, it w: 
clearly determined and distinctly understood that the deans’ committee would 
direct all of the professional care and teaching program at Fort Miley Hospital 
Repeatedly this policy has been ignored, our program embarrassed, interrupted, 
and at times revoked by administrative directives from Washington, D. (¢ 
without discussion or consultation with the deans’ committee. 

Although the deans’ committee fully understands that budgetary planning for 
the Veterans’ Administration as a whole must be handled centrally in Washingtor 
it, nevertheless, does resent the threat to good medical care when teaching areas 
are curtailed in order to expand service areas for which adequately trained pr 
fessional personne! is not vet available. 

If Fort Miley Hospital is to continue to be administered on the same basis a 
nonteaching veterans’ hospitals and not identified under an administrative 
category separate from the administration of non deans’ committee hospitals, | 
is the intention of the joint deans’ committee at Fort Miley Hospital to discon- 
tinue all of its activities on July 1, 1951. 


That is signed by Robert B. Aird, chairman, joint deans’ commit- 
tee, Fort Miley Hospit: al. That involves University of California, 
and Stanford Medical School. 

Senator Humpurey. Do you want to read the other letter? 

Dr. Hinsry. Yes. This is from the dean at the University of 
California. This is to the Administrator under date of February 7. 


Dear Mr. Gray: I have your letter of January 23, 1951, relating to Dr 
Magnuson’s resignation and Admiral Boone’s succession. 
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The deans’ committee for Fort Miley is composed of faculty members of both 
Stanford University and the University of California School of Medicine. They 


serve gratuitously. Neither Stanford nor the University of California recognize 
any obligation for them to so serve. However, on the basis of the teaching 
program, there is a strong professional tradition. The idealism and the research 


attitude connected with such a teaching program is inevitably characterized by a 
unique superior service. It was undoubtedly the superior service which pri- 
marily interested the Veterans’ Administration, since, prior to this program, the 
medical aspects of the veterans’ hospitals left much to be desired and were fre- 
quently a political pork barrel with all the ills of massive bureaucratic rule, 
static and inflexible. 

There was, we believe, no feeling on the part of the San Francisco deans’ 
committee that they could or should undertake a program in all the nearby 
Veterans’ Administration hospitals. There was, however, the feeling that they 
could train, in one such hospital (Fort Miley), men who would qualify better to 
fill the need of additional personnel. Such a hospital would be a pace setter for 
the whole program. 

However, any medical educator realizes that a teaching hospital must have its 
rules and regulations geared for research and teaching, often using new techniques, 
ete. With such a program, it has been necessary for our committee repeatedly 
to ask for exception to sweeping rules which apply to the purely service Veterans’ 
Administration hospitals and to vest with the deans’ committee the authority 
to gage the manner in which budgets or personnel be reduced or expanded at 
Fort Miley Hospital. 

This has not been an easy task as our correspondence would verify. It has, of 
course, been resented by some in the veterans’ service. However, we are appre- 
hensive lest the policies of the Veterans’ Administration attempt to make the 
deans’ committee ‘‘Greek slaves’”’ or to whitewash situations and programs 
incompatible with their obligations as medical educators. 

That is signed by Francis Scott Smyth. 

That situation was made very plain by Dr. Aird. I think the 
morale situation is in bad shape. I cite that, and we have many 
others but I think those are some of the reasons why that statement 
that was made in our report to Senator Hill would give you an example 
of what we mean. 

Senator Morsr. Mr. Chairman, could I ask a couple of questions 
on the deans’ committee medical program? 

Senator Humpurey. Go right ahead, Senator Morse. 

Senator Morse. What is the predominant feeling of the deans con- 
cerning whether or not the administration of the Veterans’ Adminis- 
tration is desirous of continuing the deans’ committee program? 

Dr. Hinsry. The only answer I could give there is that General 
Gray has publicly before our council, and in letters to all of the deans, 
affirmed his desire and devotion to seeing it continued. Is that a fair 
answer? 

Dr. Trustow. Perhaps there is one other hint to an answer to that, 
and that is the definitions of the deans’ committee, that have come 
out subsequent to General Gray’s assumption of office, have redefined 
the deans’ committee in far less definite terms than in the original 
memorandum. 

Senator Hitt. He has rewritten and republished that? 

Dr. Trustow. Yes; in technical bulletins and memoranda. 

Senator Hitu. For the record, will you identify what we are speak- 
ing about? 

Dr. Trustow. Policv Memorandum No. 2, dated January 30, 1946, 
states that the schools of medicine will nominate an attending staff, 
and nominate, supervise, and direct the training of residents. 

Those are the two things. The words have been changed to “will 
cooperate with and advise with the manager in connection with the 
training programs and the appointments.” 
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Dr. Hinsry. That is right. 

Senator Morsr. Would you say, Doctor, with respect to the memo- 
randum of January 30, 1946, entitled, “Policy and Association of 
Veterans’ Hospitals with Medical Schools, Policy Memorandum No. 
2.” that the revision of that memorandum by the director of the 
Veterans’ Administration has been in the direction of narrowing and 
restricting the authority of the dean’s committees? 

Dr. Trustow. | believe that has been his intention, but it has not 
been effective as much as he intended, because Dr. Magnuson was a 
medical director who dealt with us. 

Senator Morse. But with Dr. Magnuson out of office, would vou 
say that if the Administrator applied strictly the modified language 
of the revision of memorandum No. 2, the effect would be restrictive 
In nature? 

Dr. Trustow. I would not be surprised. 

Senator Morsr. Now, outside of the assurance that Mr. Gray 
has given the deans, that it is his intention to continue with the 
deans’ program, do you have any reason to believe, any of you 
witnesses, that his dispute with Dr. Magnuson is in and of itself some 
indication that he intends a more centralized administration from 
Washington over the veterans hospitals in which the deans’ committees 
programs operate to the detriment of that program? 

Dr. Trustow. I would say that is our interpretation. In fact, our 
picture of the Magnuson resignation is simply the most recent symp- 
tom of the picture that we have seen evolving over the past vear and a 
half. 

Dr. Hinsey. Dr. Wood and I have had the benefit of an experience 
which Dr. Truslow has not had, in that we were present when General 
Gray appeared before our executive council. 

Senator Humpnurey. That is within the last 2 weeks? 

Dr. Hinsry. Yes, sir. We endeavored to bring about to him the 
difficulty of the lack of coordination through the Medical Director 
of these matters of supply and construction and special services 
We did not make any headway, did we? 

Dr. Woon. No. 

Dr. Hinsey. Here he says the law requires that it be administered 
in a certain way. Here is the type of administration. Here is the 
Administrator and his assistant. Here is medical services, 1 of the 
12 different agencies, and here is the hospital down here. The fact 
that he savs he has to add here to this tvpe, and until he gets a 
report from Bass, Allen, and Hamilton, a group of business analvsts 
in regard to organization, we have no reason to believe that these 
things that we have been citing here as being disturbing to what we 
think are the best interests for veterans’ care are going to be changed 
Is that a fair statement? 

Dr. Woop. Mr. Chairman, it would like to say in answer to Senator 
Morse’s question that it is my opinion from having heard representa- 
tives of 50 schools at a meeting I called in Chicago on Sunday, 
February 11, in that meeting the strong feeling expressed, the convic 
tion of the vast majority of the deans, was that it is not the intention 
of the present Administrator to live up to the original memorandum 
No. 2, dated January 30, 1946. 

| would also like to state at the same juncture that no member of 
the council, so far as I am aware, and I am certain that the majority 
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of the executive council of the Association of American Medical 
Colleges, were not only not reassured by the Administrator’s state- 
ments to the council, but we were further convinced that the attitude 
that he displaved of stating an answer without answering a question, 
of evasive language, it left us all still further disturbed after having 
heard him. 

Dr. Hinsey. There is just one other addition. This statement that 
we prepared was read to the representatives of the 50 schools, and it 
had the unanimous approval of all the schools. There was no dis- 
senting vote. 

Dr. Trustow. | think it is of significance that when the Adminis- 
trator emerged from the conference that he reported to the reporters 
that the meeting ended in complete accord, in contrast to the state- 
ment of Dr. Wood. 

Senator Humpurey. That was the headline, as I am told, the lead 
story in the press. Was not there a refutation? 

Dr. Hinsry. There was a statement made that we were apprehen- 
sive and were watching. 

Senator Morse. I would like to ask vou gentlemen if T am correct 
in my understanding that prior to the deans’ committee program, 
which was put into operation during the administration of General 
Bradley and General Hawley, there was widespread dissatisfaction 
within the medical profession of this country in regard to the quality 
of medical service being rendered in veterans’ hospitals 

Dr. Woop. There is no question about it. It was the national 
impression, as I saw it. But IT ean also speak of my personal experi- 
ence with VA Hospital No. 48, Atlanta, Ga. When I was in private 
practice in the years prior to 1946, they had transferred patients to 
me from that hospital, and I admitted them to the private hospital to 
take care of them. In one instance that I recall, the patient had 
diabetic acidosis, and the officer of the day happened to be a nose 
and throat man, or someone not qualified to take care of that medical 
problem. Therefore, | had patients who were veterans with long 
illness, and asked to be taken care of by the Veterans’ Administration, 
and I sent them out there. I had numbers of them who left promptly 
and came back to me, because they could not get the service they 
needed. So that is my personal observation in Atlanta, Ga., with 
that one hospital. 

The national picture speaks for itself, with which we are all familiar. 

Senator Morse. Am | correct in my understanding that under the 
pre-Bradley-Hawley regime, there was a feeling within the medical 
profession that the administration of veterans’ hospitals under the 
civil-service rules and regulations that existed at that time resulted 
in a great deal of bureaucratic red tape that interfered with efficient 
rendering of medical service to veterans? 

Dr. Woop. I would say that is my impression, exactly, sir. 

Senator Morse. Am | correct in my understanding that what con- 
cerns the medical profession now is the danger that we may slide bac Kk 
into a medical program for veterans that has all of the bad features of 
the system which the deans’ committee program was initiated to put 
ane ‘nd to? 

Dr. Woop. I would say that is exactly what the deans of these 50 
schools fear. 
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Senator Morse. Now, what about the American Medical Associa- 
tion itself? Is it aware and concerned with this problem? 

Dr. Woop. I do not know what the official attitude of the American 
Medical Association is on the present deans’ committee program, and 
the difficulties which we are discussing here this afternoon. Of course, 
the American Medical Association has taken officially the stand that 
there should be less rather than more VA hospital beds, and that non- 
service-connected patients should be taken care of in private institu- 
tions and by private institutions. 

| think that argument has merit. However, the medical schools 
face this problem: that policy of taking care of VA patients in VA 
hospitals was established 32 years ago. We ~~ not think the policy 
was likely to be changed. Therefore, under this system, and the 
enormous increase of veterans following World War I] that required 
definitive care of the best tvpe would require something different from 
what the Veterans’ Administration then had to offer. Therefore, 
we went into and do go along with that program. The only attitude 
that I know that the AMA has expressed has been the criticism of 
taking non-service-connected patients who can pay. 

Dr. Hinsey. | think I can add to that. They have not taken any 
official position in regard to the teaching programs, but they have 
taken a position in regard that they have approved and have cooper- 
ated very well in the approval of the various residency training pro- 
crams. The council of medical education in hospitals of the AMA 
has had a real interest. 

Dr. Trustow. No. But it is significant that they have in their 
accrediting groups, in their internship and residency, done everything 
possible to encourage the improvement of the services for the training 
program, and of course that inevitably means better medical care for 
the veteran. 

Senator Morse. I do not want to repeat the discussion that I had 
with Dr. Magnuson this morning in regard to making greater use of 
civilian hospitals and civilian doctors, but I think it is very important 
that more such use be resorted to. I have a feeling that involved in 
this controversy is a program on the part of some to increase veterans’ 
hospitals and subsequently nonservice disabilities with medical care 
in those hospitals, and that they feel they can do it better if the deans’ 
committee program is either scrapped, or the deans’ committees are 
subjected to much more centralized restrictive control in Washington 
than is possible under the spirit and intent of memorandum No. 2 of 
1946. I think we have to keep our eyes on that. As one who is 
very much interested as a dean of a law school in the part that the 
profession itself ought to play, for example, in the traming of the 
members of that profession, | think we need to be on guard against an 
attempt here to build up a kind of medical service for the veteran that 
| think in the vears to come may be to his disadvantage. 

[ am a little disturbed and very much disappointed. Appare ‘ntly 
some of the official representatives of some of the veterans’ services 
appear to be so adamant in their opposition to the continuation of the 
kind of authority and administrative power that the deans’ committee 
program calls for, even going so far in the case of one of those organi- 
zations to pass a resolution, as I understand it, showing a lack of 
sympathy with that program. 
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There have been handed to me a couple of articles which | think the 
members of the committee should read, one out of Harpe ‘r’s magazine 
for April 1945, entitled, “The Veterans’ Runaround,” which appears 
to be a discussion of some of the proble ms of the veteran in connection 
with the policies of the Veterans’ Administration; another one out of 
the Cosmopolitan magazine of March 1945, entitled “Third Rate 
Medicine for First Rate Men.’ I ask only the citations be put in the 
record so that we can refer to these articles later. 

But I think, Mr. Chairman, that we have to get beneath this 
controversy, as | know you and our oan” on the committee will 
do, and see what the final policies are going to be if we follow the 
administrative recommendations of the el They make 
a very plausible schedule of authority on paper that has very little 
realistic bearing on the actual training of men for the medical pro- 
fession or the actual rendering of the kind of service that veterans 
deserve. I am very much disturbed about it. It is already in the 
record. 

Senator Hiti. Of course, that chart tells the whole story, where vour 
hospitals here in no way come through your department of medicine 
and surgery. You want a direct line straight to the administrator, 
without any way going through the medical service. 

Senator Humpurey. It is just 1 of 12 cogs here. 

Senator Hintu. That is right. With no special place or relation 
so far as your hospitals are concerned. The chart tells the whole story. 

Dr. Biman y. Of course, the thing of it is, as you men all know, 
in the Government you have to have charts. We have charts of 
organization in our university. But you can have the best chart of 
organization in the world, and if you do not have the right people in 

, it will bog down. On the other hand, when General Bradley was 
on top, and Magnuson and Hawley were there, it worked. 

Senator Humpurey. With the same chart. 

Dr. Hinsty. Yes. You can see when you look at that in terms of 
a chart of organization. I do not see how it can work at all in the 
proper management of a hospital. 

Senator Humpurey. You see what General Bradley and General 
Hawley did was to take this chart, and take the services and the 
functions out of each one of these departments that were necessary 
to supplement the medical service to take it an integrated unit. 

Dr. Hinsey. They developed what was essentially a bureau type 
of organization. 

Senator Humpurey. The present policy seems to be to put airtight 
compartments between each of these departments so you have the 
lines of authority running in a direct line. 

Senator Morse. Of course, the latter type of program creates more 
lay jobs, and gives more nonprofessionals a voice in determination of 
police: Vv. 

Senator Humpurey. That is correct. 

Dr. Hinsey. That is right. 

Senator Hitu. Let me ask vou a question, Dr. Truslow. You were 
in the Navy during the war? 

Dr. Trustow. Yes, si 

Senator Hit. | was "a the Army during World War I, and | 
served on the Military Committees of the House and Senate, later 
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the Armed Services Committee, for many, many years, and I never 
heard the question raised in any way about the authority of the 
Surgeon General. As I observed the authority in World War I, he 
was absolutely in full authority so far as hospitals and medical and 
surgical matters were concerned. Is not that true today? 

Dr. Trustow. Yes. 

Senator Hity. In other words, the Chief of Staff of the Army would 
not think for one minute of asserting authority in medical matters 
without first having the recommendations come through the Surgeon 
General. 

Dr. Trustow. I think, though, historically there is a very im- 
portant event early in the last war which established the Surgeon 
General of the Navy, ‘first, and then of the Army, in a position where 
he could report direct to the Chief of Naval Operations, and to the 
corresponding member in the Army. I think one of the reasons 
connected with that change was just the point you raised. I stand 
corrected on that, but I believe that happened in the early part of 
World War II. 

Senator Humpurey. What Senator Hill’s question, I think, bears 
on is the fact that the Surgeon General was unit director in terms 
of a total program. 

Dr. Trustow. Up to that point personnel assignments came from 
the Chief of Naval Operations, rather than from the Surgeon General’s 
office. I do not know what the Army system is. 

Dr. Hinsey. | think that you have in the Public Health Service a 
Surgeon General, and certainly everything has to channel through 
him on the way to the Federal Security Administrator. I may be 
wrong on that. 

Senator Hiii. That is right. He is completely in control. 

Senator Humpurey. I believe that is where Dr. Magnuson and 
vou gentlemen have been referring to, that type of an organization. 

Dr. Hinsey. That is right. It ts a bureau. 

Senator Humpurey. | think it is fair to say General Gray is 
opposed to “> type of organization. I do not want to put words 
in his mouth, but I have talked to him on two occasions in reference 
to this problem, and he feels that kind of an autonomy, and that ts 
what it amounts to, a relative independent within the confines of an 
over-all agency, is not compatible with his theory of administration 

Dr. Woop. I would like to say also with my own experience at the 
Emory University School of Medicine, and I am sure it is true of the 
schools generally in their dealings with os Publie Health Service on 
research grants, which are used widely by all schools, and teaching 
grants, and so on, we have had the very minimum of difficulty, in 
contrast to the kind of difficulty we are having with the Veterans’ 
Administration in the last 2 vears. 

Senator Humpurey. In other words, your grants would come from 
the Federal Security Agency through the Public Health Service or 
from the military through your respective research establishments, 
and you have a minimum of difficulty. 

Dr. Woop. That is right. They are approved by a study section 
appointed by the Public Health Service, composed of professional 
experts in the field in which the research is to be done. So profes- 
sional opinion prevails whether the grant is to be awarded or not, 
and it works. 
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Dr. Trustow. I think the Administrator’s opinion is expressed 
perfectly in the excerpt of the letter which Dr. Hinsey read, ‘The 
difference of opinion * * involved broad prine iples of adminis- 
tration and organization, rather than medical policies, programs, and 
prac tices,’ as if the two could be separated. 

Senator Hitu. In the Public Health Service, the Surgeon General 
has full authority so far as relations with medical schools are concerned, 
so far as these grants in aid are concerned, and so far as the operation 
thing of the marine hospital is concerned; is not that true? 

Dr. Trustow. Absolutely true. 

Dr. Hinsry. He even has his authority delegated to the point where 
anv number of people with whom we work, if they tell us a certain 
thing will be done, there is no concern about it; it will be done. 

For example, the deputies, Palmer Dearing, and other people in line, 
the man an charge of research and grants, if the man says it will be 
done, are certain it will be done. The authority is delegated. Our 
experience has been very satisfactory with that type of administration. 

Senator Humpurey. And there has been no top echelon interference 
with that. 

Dr. Hinsry. No, sir. 

Senator Humpeurey. The Administrator has not vone to Dr. Scheele 
and said, ‘Look, I think you ought to give them two shots of penicillin 
in the marine hospital, instead of one.”’ There has been no experience 
of that type. 

Dr. Hrnsey. No. 

Senator Humpnrey. Dr. Magnuson pointed out this morning 
that decisions had been made by the Administrator without any 
consultation with him, Dr. Magnuson, and that these decisions 
were in a sense, at least, many of them directly and some indirectly, 
decisions that pertain to medical care. 

Dr. Hinsey. That is right. 

Senator Hitt. Mr. Chairman, I understand vou have put in the 
record memorandum No. 2, dated January 30, 1946. Dr. Truslow 
rave us a good statement how the provisions of that memorandum 
have been restricted and limited so far as the authority of the deans’ 
committees are concerned, He has since given me Veterans’ Adminis- 
tration Technical Bulletin under date of September 1, 1949, which sets 
out the language that limits and restricts the authority and functions 
of the deans’ committees as set forth in the original memorandum. 
| think this language ought to follow that language. 

Senator Humpnurey. The policy statement No. 2. We will have it 
incorporated in the record at that place. 

(The document referred to appears at p. 113.) 

Senator Humphrey, have you any more questions? It has been a 
most informative session to me. 

Senator Hitt. Most helpful. 

Dr. Hinsey. We cannot tell you how much we appreciate the 
opportunity to come here, because we consider this one of the most 
important things in medical education. The importance given to 
this by our meeting in Chicago was out of proportion to other matters. 
To me it was gratifying, because it shows that the Veterans’ Admin- 
istration medical program is something that is very close to the hearts 
of our medical schools. 
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Senator Morse. Have you had any consultation with or communi- 
cation from Admiral Boone in regard to these matters? 

Dr. Htnsrey. We have letters, ves. Many of us know Admiral 
Boone. We are very sincere in our desire to cooperate with him. 
We have had assurances from him that he hopes to carry this pro- 
gram on. 

Dr. Trustow. In that connection, I wonder whether it would not 
be important to insert in the record the efforts which Dr. Magnuson 
has made to emphasize his desire to continue the continuity of the 
department. 

Senator Humpurey. We have that in the record, Doctor. 

Dr. Hinsey. Not only that. He has in his appearance before us 
at the meetings, and in person once with me, emphasized his concern 
that we give Jock Boone our support and cooperation. I say that 
without any hesitation. That is his desire. 

Senator Humpurey. So this issue does not revolve around any per- 
sonalitv. This is no effort to reinstate Dr. Magnuson. 

Dr. Hinsry. No. 

Senator Humpnrey. We ought to get this above the table. This 
is strictly a policy vy administration issue, is that not correct? 

Dr. Woop. Exactly, and that is the impression of the 50 schools 
with whom we have consulted. 

Senator Morse. Of course, I would assume that it would be a safe 
guess that under Admiral Boone a program consistent with that pro- 
posed by Mr. Gray would be followed, rather than a program which 
has been fought for by Dr. Magnuson? 

Dr. Woop. The schools, I think, fear that may be true. That: is 
a fair statement. I do. 

Senator Morse. I just take judicial notice that he would not have 
been appointed in view of the conflict that had arisen between Gray 
and Magnuson unless Gray was satisfied that the line of control and 
administration that Gray is insisting upon would be conformed to by 
Admiral Boone. 

Dr. Hinsey. That is true. I would like to get in the record this 
document which vou may have heard of, circular No. 16. 

Senator Humpurey. Yes. Dr. Magnuson discussed it with us this 
morning. 

Dr. Hinsry. The third paragraph never got into the operations 
manual. It was cited to us by General Gray that it had Dr. Magnu- 
son’s full approval. We checked into the manual, but the third para- 
graph, which is the $64 paragraph, was omitted from the operating 
manual, 

Senator Morsr. There could be no question in the minds of the 
committee that the representatives of the deans’ group are very much 
opposed to any return to a civil-service program for medical service 
personnel? 

Dr. Woop. I would be opposed to it, and Iam sure the vast majority 
would. 

Dr. Hinsey. We would recommend right off to our faculty that 
we would not have any part of that. But I cannot speak for any 
other school than my school, Cornell. 

Senator Morse. Has it in the past prior to the Bradley-Hawley 
administrations been the position of the Veterans’ Administration 
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that the medical branch of the Administration should be brought 
within the rules of civil service? 

Dr. Woop. It is my understanding that the medical branch, doctors 
and nurses, were under civil service prior to 1946. 

Senator Morse. Then my question is, was the change brought 
about during the Bradley administration? 

Dr. Woop. Yes. 

Senator Morse. With the support of the Veterans’ Administration 
as of that time? 

Dr. Hinsey. That is right. 

Senator Hii. I think Bradley asked for it, did he not? 

Dr. Hinsny. Yes; they asked for it. 

Dr. Trustow. We have been speaking of this in terms of central 
investigation, but I want to emphasize that it is the very nature of a 
hospital, and its primary function of medical diagnosis and treatment 
of disease, that the roots of the strength and growth lie in the com- 
munity of its location. The extent and integrity of any social insti- 
tution reflect the feelings of its members and friends of their responsi- 
bility in their participation in its progress toward a worthy goal. 
Perhaps the most remarkabe development is the increasing sense of 
identification with the progress and welfare of their VA hospital felt 
by the visiting staffs. One of the most important features to be 
reestablished and maintained in the use of Federal funds in support 
of the medical program is this sense of local community identification 
for the attainment of its purpose. 

Senator Humpurey. I ask that the entire statement you have be 
made a part of the record. If you will submit it to us, we will include 
it as if vou had read it orally. 

Dr. Trustow. I am John B. Truslow, dean of the Medical College 
of Virginia in Richmond, and chairman of the deans’ committee of 
the McGuire VA Hospital. Although I have lived in Richmond now 
for only 2 months, my interest and close association with veterans’ 
medical problems goes back over the past 5 years in connection with 
the Bronx Veterans’ Hospital in New York. 

It is a pleasure and a very great privilege for me to appear before 
you at this time. Iam a little apprehensive about this first experience 
as a target because up to now my familiarity with Senate hearings has 
been from the viewpoint of the man behind the man behind the gun. 
As several of you know, I served for 2 years at the end of World War 
[I as representative of the Surgeon General of the Navy on the staff 
of a Senate subcommittee. 

Here is a situation where doctors and medical institutions not acting 
like powerful pressure groups. have worked well and for a time very 
successfully with a Federal agency not acting like a bunch of bumbling 
bureaucrats. 

I am sure there is no need for me to review the necessity for the 
thorough reorganization of the Medical Department of the Veterans’ 
Administration in 1945-46 when Generals Bradley and Hawley were 
appointed. This was well described and documented in a series of 
articles and reports presented in the press at the time. May I refer 
vou particularly to articles by Messrs. Charles G. Bolte, Albert Q. 
Maisel, Albert Deutsch, and others, which articles are described in 
detail in the appendix attached to this statement. 
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Attached is a copy of Policy Memorandum No. 2, entitled, ‘Policy 
in Association of Veterans’ Hospitals with Medical Schools,” issued 
by General Hawley, Medical Director of the Veterans’ Administra- 
tion, on January 30, 1946, and based on a series of conferences with 
leading medical educators and others over the previous months. | 
would like to read the first three paragraphs from this memorandum: 


The Department of Medicine and Surgery of the Veterans’ Administration i 
embarking upon a program that is without precedent in the history of Federa 
hospitalization. It would, therefore, be most unusual if numerous problems did 

from which no fully satisfactory solution were immediately apparent. 
Such problems frequently can be solved only by trial and error; and, until workabl 
solutions are found, both parties in the program must exercise tolerance if the 
program is not to fail 

There can be no doubt of the good faith of both part ies. The schools of medicine 
and other teaching centers are cooperating with the threefold purpose of giving 
the veteran the opportunity for postgraduate study which he was compelled to 
forego in serving his country, and of raising generally the standard of medical 
practice in the United States by the expression of facilities for graduate education 

The purpose of the Veterans’ Administration is simple affording the veteran a 
gher standard of medical care than could be given him with a wholly 

‘dical service. 

of both parties being unselfish, and there being no confliet of 
be no serious disagreement over methods. It will be recog 
Administration is charged with certain legal responsibili- 
the medical care of veterans which it cannot delegate, if 
» discharge of these responsibilities need not interfere with the 
exercise by the schools of their prerogatives in the field of education. 

All medical authorities of the Veterans’ Administration will cooperate fully at 

all times with the representatives of associated schools and other centers. It is 


} 


the earnest desire of the Acting Chief Medical Direetor that our relations with 


our colleagues be cordial as well as productive. 


The Veterans’ Administration retains full responsibility for the care 
ts, including professional treatment, and the school of medicine accepts 
lity for all graduate education and training. 

Veterans’ Administration: (@) Operates and administers the hospital 
lv as fully qualified men can be had, will furnish full-time chiefs 
services (see par. 5 below) who will supervise and direct the work of their 
ve staffs, including the part-time attending staff furnished from the school 
nsofar as the professional care of patients is concerned. Nomina 
s’ committees for such full-time positions will be welcomed; and 
are impelling reasons to the contrary, will be approved whenever 
vacancies exist. These service chiefs are fully responsible to their immediate 
superior in the Veterans’ Administration. 

c) Appoint the consultants, the part-time attending staff, and the residents 

nominated by the deans’ committee and approved by the Veterans’ Administra 


tin 


rapu 


Cooperate fully with the schools of medicine in the graduate education 
training program, 
The schools of medicine: (a) Will organize a deans’ committee, composed 
ior faculty members from all schools cooperating in each project, whether 
or not furnishing any of the attending or resident staff. 
bh) Will nominate an attending staff (of diplomates of specialty boards) in the 
numbers and qualifications agreed upon by the deans’ committee and the 
Veterans’ Administration (see 6 e 
c) Will nominate, from applicants, the residents for graduate education and 
training 
d) Will supervise and direct, through the manager of the hospital and the 
consultants, the training of residents. 
e) Will nominate the consultants for appointment by the Veterans’ Admin- 
istration. 


This memorandum has served ever since it was issued as the basis 
for the relationship between the Veterans’ Administration and the 
medical schools in the so-called deans’ committee hospitals. 
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Perhaps the committee would like me to describe a little bit in 
detail the meaning of a deans’ committee hospital. At the present 
time there are 147 veterans hospitals throughout the United States. 
Of these, 63 are designated deans’ committee hospitals by virtue of 
the fact that they are located in areas sufficiently close to teaching 
centers and medical schools to benefit from the resources and talents 
of these institutions in the set-up and maintenance of sound educa- 
tional programs. The importance of sound educational programs to 
the maintenance of high standards of medical care has been repeatedly 
demonstrated and generally accepted in the United States for some 
time. While there is no question that the chief participants in the 
educational program are the resident staff of the hospital who are 
completing the long period of training toward the general and specialty 
practice of medicine, it is also true that the chief beneficiaries of the 
type of training that has been evolved are the patients themselves; 
wherever it is done thoroughly from an academic point of view, and 
sympathetically from the point of view of the patient. 

At these deans’ committee hospitals civilian physicians who for the 
most part are regular members of the teaching staff of nearby medical 
schools serve as a rule 2 half davs a week conducting ward rounds, 
clinical conferences, seminars, and other exercises in the veterans hos- 
pital. Experience has shown that not only have the veterans hospitals 
been able to recruit among the best interns and residents seeking train- 
ing experience, but have also attracted more and more able individuals 
for full-time staff positions. Indeed, in many medical schools full- 
time staff Veterans’ Administration physicians and surgeons hold high- 
ranking academic appointments. The quality of medical care offered 
at many veterans hospitals may be compared favorably with that in 
any hospital in the country. 

The record of the last 4 vears is an astonishing one. The teaching 
hospitals of the Veterans’ Administration system have in this short 
period established themselves as outstanding in the quality of the 
medical care and medical education programs they operate. Perhaps 
the most remarkable development is the increasing sense of identifica- 
tion with the progress and welfare of their veterans hospital felt by 
the visiting staffs. There is no question about the enthusiasm of the 
attendings and consultants for the opportunities presented in many 
of these hospitals for the practice of good medicine in a teaching 
atmosphere. 

This astonishing evolution from a system which for two decades 
had been described as a disgrace to the Nation in many areas was 
accomplished through a cooperative effort between the administration 
in central office, the full-time professional staff in the hospitals, and 
the deans’ committee programs. Its suecess has depended in the past, 
and will depend in the future, upon a central administration capable 
of distinguishing between its own ultimate responsibility and the ex- 
pert advice of the medical profession, without losing sight of their 
subtle interdependence in the formulation of a program which is 
efficient, economical, and‘ above all, professionally excellent. 

The fact is that public funds have been used successfully in the 
support of a worthy program of medical care which the Nation feels 
obliged to provide for its military veterans. 

A series of events which have directly affected the programs in 
many hospitals during the past 2 vears serve to emphasize not only 





146 MEDICAL CARE FOR VETERANS 


the multiplicity of the bones 's which influence the conduct of a Govern- 
ment program, but more directly point up the responsibility of medica] 
groups to assume leadership in describing the special requirements for 
the practice of modern medicine. 

Attached to this statement is a detailed enumeration of these events 
particularly as their impact was felt on one hospital with which | 
have personally been closely connected. In brief, these events de- 
scribe an increasing number of requests for reports an increasing num- 
ber of divisions in central office involved in hospital operations, and 
an increasing number of peremptory orders to cut back on budgets 
and personnel, with only a matter of days for compliance (and a stout 
directive to maintain the standards of medical care). I can report to 
this committee without fear of contradiction that general morale i 
both the professional and eee staffs of the Veterans’ Ad 
ministration is noticeably, but not vet seriously, lower than it was a 
yearago. Most significant perhaps is the report from one of the teach 
ing hospitals that the recruitment of residents to the full-time Veterans’ 
Administration service fell from 60 percent of those completing their 
training in July Lae0 to less than 5 percent completing it in July 1950 

It is our feeling that these events over the past 2 vears represent 

significant departure from the spirit and the text of policy memoran- 
dum No. 2, which is the basis of our fundamental relationship. 

It is the very nature of a hospital, and its primary functions of medi- 
cal diagnosis and treatment of disease, that the roots of its strength 
and growth lie in the community of its location. The strength and 
integrity of any social institution reflect the feeling of its members and 
friends of their responsible oe in its progress toward a 
worthy goal. How much more significant is this consideration in 
those hospitals to which piesnete medical schools have integrated 
their teaching research programs. 

One of the most important eantets of the formula to be reestab- 
lished and maintained in the use of Federal funds in support of the 
medical program is this sense of es community identification with 
the fulfillment of its purposes. The story of the last 2 vears is a story 
of increasing evidence of remote control—and of control even decen 
tralized at that remote-control point. We just never know where we 
stand: se rvice may be abolished tomorrow; an out-patient department 
transferred ; 1 large RIF ordered with 3 days for compliance. These 
things are shatte ‘ring to the morale of the hospital; and must inevitably 
lower the quality of medical care, directly in the efficiency of the pro- 
fessional care, indirectly in the resignations of the most competent 
members of the full-time staff. 

A review of these challenges emanating from Washington in recent 
months reveals one mi: jor motivation which all of us respect. Econ- 
omy in government is advocated by no group more vigorously these 
days than by the medical profession. To my knowledge, the deans’ 
committees have initiated job-analysis reviews in certain hospitals 
periodically. This is wise economy. But economy achieved by re- 
mote directive in ignorance of professional considerations, in the at- 
mosphere of emergency at serious cost to professional standards, and 
threatening the morale of the whole system, is obviously no econom) 

Responsibility for such misconceptions cannot really be fixed. 
Some of it is clearly accountable to the very bigness of the hospital 
system and of the Federal Government itself. But this only focuses 
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the problem of our responsibility as physicians to become increasingly 
familiar with the ways of Washington and to help keep our legislators 
and the administration informed. 

One serious misconception about economy in the conduct of the 
medical-care program for veterans is referrable to the Congress of the 
United States. I want to speak briefly in consideration of the loca- 
tion of new hospitals. 

There are two major factors to weigh along with the actual cost of 
construction and operation of a hospital in any given area: the quality 
of medical care and its availability to the veteran population. The 
quality of medical care in a Government hospital depends upon the 
medical, cultural, and economic resources of the community in which 
it is located. It cannot be expected that doctors in the Veterans’ 
Administration ordered to an isolated hospital will practice medicine 
and surgery without a deterioration of their efforts. Veterans located 
in such areas may be given the choice of special arrangements with the 
local profession or transfer to a veterans hospital medical center. 

A recent article in the Saturday Evening Post dramatized this prob- 
lem of the location of hospitals in towns of less than 15,000 population 
by the 1940 census. ‘The article mentions particularly the new hos- 
pitals in Beckley, W. Va., Big Spring, Bonham, and Marlin, Tex., and 
Miles City, Mont. It notes that Beckley, W. Va., is the home of 
Senator Kilgore; Big Spring, Tex., is 10 miles from the home of Con- 
gressman Mahon; the Speaker of the House of Representatives lives 
in Bonham, Tex.; and Senator Connally was born in Marlin, Tex. 
Miles Cit y, Mont., after two emphatic rejections of the site by special 
Veterans’ Administration investigators, Was approved in the midst of a 
senatorial campaign at a cost to the taxpavers of $51,000 per bed. 
What a tragic waste in money and in quality of care such locations 
virtually insure. There are two hospitals to my knowledge, and per- 
haps more, now ready for full operation except that they are without 
doctors and nurses for their staff. 

These facts, so obvious to professional men, have, apparently, not 
been laid before the Congress with sufficient emphasis and clarity. 

Now, there is another legislative practice which further compounds 
the problems. When the Appropriations Committee hg the House 
cannot complete its hearings and debates before July 1, the practice 
has been to allocate for each month thus passed in =. new fiscal vear 
one-twelfth of the previous annual appropriation to the agency con- 
cerned. In an agency expanding as rapidly as the Veterans’ Admin- 
istration, this works a considerable hardship; and in the field of hos- 
pital organization this degree of hardship deserves special discussion 
and reference to problems with which vou may of course be entirely 
familiar. 

I need not remind you that the economics of commodities are far 
more easily understood and budgeted than the economics of services. 
Anticipation of building costs and construction schedules are rela- 
tively simple and more widely understood than anticipation of pro- 
curement, training, and assignment of professional personnel. It not 
only takes several years to provide the basic professional training, but 
it often takes the best part of a year or two to fit an individual into 
the environment of the institution. Failing in the anticipation of 
these problems, those responsible are compelled to order budgetary 
cuts and personnel transfers without notice from hospitals in full 
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operation to hospitals newly commissioned. This system cannot 
stand repeated episodes of cuts and transfers without notice without 
deterioration of the morale and quality of the professional staff. Yet 
this may continue unless the lag between appropriations for construc- 
tion and appropriations for staffing and maintenance can be sharply 
cut down. I want you to know that we appreciate the complexities 
of this proposal. 

Now, may I discuss very briefly the central administrative side of 
the problem, at least as we see it from the field. The philosophy of 
central office has been expressed a number of times and perhaps the 
best approach to this problem is to quote one such expression from the 
Administrator after the resignation of Dr. Magnuson. He stated: 

The difference of opinion between Dr. Magnuson and me which led to his 
leaving involved broad principles of administration and organization rather thar 
medical policies, programs, or practices. 

Mr. Chairman, we sincerely believe that these two matters cannot 
be thus distinguished and isolated in their application to institutions 
charged with medical care. It seems to us impossible to separate into 
two or more departments the basic budgetary and financial problems 
of a medical institution from principles of primary professional con- 
sideration. Each overwhelmingly influences the other. Yet the 
present administration of the veterans’ medical program involves not 
merely the department of medicine, but many other departments of 
equal status, with respect to the ultimate decisions involving medical 
care. 

Specific proposals concerning the organization of central office were 
made by a group in Minneapolis who had been associated with the 
veterans’ hospital there. These detail in many respects the problems 
[ have tried to present. There is one important comment I would 
like to make about these proposals. I want to be sure that neither 
the committee nor the Administration would interpret them as repre- 
senting physicians as a specially precious group. The issue is really 
the complexity of administration which we as physicians have found 
to be necessary in the conduct of hospitals and medical care of the 
highest possible quality. It isa plea toward a simplification of central- 
office operations but is limited to the area with which we are ac- 
quainted. It might well be presented as one factor in an over-all 
picture designed to reduce some 11 or 12 bureaus to 4 major divisions 
One of these would be medicine and surgery. Others conceivably 
might include the major category of claims, loans, and educational 
benefits, and the whole insurance structure. I think some special 
organization has actually been proposed in the last few weeks in a 
House bill offered by Congresswoman Bolton, of Ohio. 

In closing, then, may I reaffirm the confidence of many of us in 
medical edue ation and medical practice who have been associated 
with the veterans’ program over the past 4 years, a confidence in the 
workability of the program as it was conceived by General Hawley 
and General Bradley and as brought to extraordinary fruition by Dr 
Paul Magnuson and his staff. I believe that the people of this country 
are justified in their conviction that the use of public funds in the 
maintenance of programs of medical care should follow the patterns 
of administrative and professional standards set by the medical pro- 
fession in this country and carried out under their well-informed and 
responsible leadership. 
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Senator Hinti. These gentlemen have been very, very helpful. 1 
realize they are very busy men, But while you are here, I do not 
want to embarrass any of you, would any one of the three of you care 
to say anything about medical education today, and your situation 
with reference to need for finance and how you think those finances 
might come? Does anybody want to comment on that? If not, | 
withdraw the question. You came here on an entirely different 
matter and | certainly do not want to get out of the field. 

Dr. Hinsrey. | would be very happy to comment upon that, because 
for some time I served as chairman of the committee on financial aid 
of our Association of American Medical Colleges, and at the present 
time, as chairman of the executive council, I have asked to be 
relieved of the chairmanship of that committee. My position on 
that has been greatly influenced by the reaction of the schools. We 
have tried to get from the schools as accurately as possible their re- 
action toward the possibility of Federal aid and also some conception 
of their need. I think it is significant that there are 79 medical 
schools in this country, 7 of which are 2-year schools, and, of those 
79, 71 have given us indications of their support for S. 337. 

We have looked at that as an emergency measure. I have worked 
very assiduously in an endeavor to raise funds from private sources. 
We have a national fund for medical education that was the out- 
growth of a conference which we had in New York. We have the 
feeling that with this emergency, with the demands that are being 
put upon us, with the response that medical schools have already 
made to the need for more doctors—I do not know whether you saw 
the dat a that appeared the other day, but we have increased our out- 
put 25 percent in the last 10 years—in medical schools, we need finan- 
cial assistance. Some schools are at the level where they are stretch- 
ing every bit of their facilities, and it means that we are faced with 
these increased demands, with competition, an inflationary cvcle that 
makes it extremely difficult for us to meet our needs in the mainte- 
nance of what we think is an adequate program. I have cited to 
members of organized medicine who have been opposed to this, that 
I consider that the sy lack confidence in the leaders of the medical 
education of this country to handle these funds in such a way that 
we do not become beholden to the Federal Government so someone 
can dictate our program. I happen to be in a university that has had 
Federal funds for many vears. 

Senator Hitt. You are a land-grant college. 

Dr. Hinsey. Yes. I have never seen any evidence of the hand of 
the Federal Government upon the management of Cornell University. 
I feel that we have the know-how and the ability to administer this in 
a satisfactory manner. I think safeguards are in the legislation. If 
by good faith as American citizens we cannot manage this sort of 
thing effectively, God help America. 

That is all I have to say. The health of this country is a very 
important phase of our whole national welfare. 1 think of it in terms 
of the health sciences as well as medicine. I am as much concerned 
about the other branches as | am about medicine. In the statement 
that apper ared just recently in one of the publications of the Public 
Health Service, those data have been made possible by the cooperation 
of medical schools all over the country. Although the data are now 2 
years old, I think whatever need is expressed in that publication has 
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been intensified since that time. When we are asked what is the 
actual need, it is a little hard to try to evaluate that because things 
have been moving so fast. We have had to increase salaries within 
our own institution within the last few weeks. The cost of nursing in 
our teaching hospitals has gone up, and it is a little hard to tell what 
the over-all need actually is. 

I think we have to find out a little bit better what the actual job 
that has to be done in this knowledge is before we can evaluate that 
thing. 

Senator Morse. Mr. Chairman, I want to say that is the finest 
statement and the clearest cut statement that I have listened to thus 
far on this whole question of Federal aid to medical schools. As long 
as we have these men here ard are discussing this so informally with 
them, I want to bare my chest a little bit about the kind of help this 
committee needs from the medical profession that it is not getting to 
the degree that I think it ought to get it. 

It seems to me that what we have to break through in this com- 
mittee in our relations with the medica! profession is not present in the 
discussion this afternoon, and that is why I make this comment, is a 
barrier of defensive attitude on the part of the doctors of this country 
when they get before a bunch of politicians. They apparently make 
the assumption that we are going to do them some injury. I have 
done the most remarkable job in my State of arousing the opposition 
of every doctor in the State that does not know me and the support of 
every one that does. I think it is kind of humorous. 

I just think there ought to be some way for this committee to get 
the objective help of the medical profession to a degree that it has not 
had it vet. We have it in this hearing today. 

Senator Humpurey. Wonderful. 

Senator Morse. What is the matter with these doctors? Take my 
State, for example; there is no need for any more doctors. That is the 
position. I call them the committee of political doctors of the medical! 
profession. That is the position they take. I know they know better 
than that, but they think they have to go to the other extreme and say 
there is no need. 

[ had the president of the medical society tell me, “You are all 
wrong, Morse; there is no need for doctors in this country.”” The 
doctor said that they have been straining their facilities in the last 10 
years, and I know it is true. I assume that the statistics I now give 
are true because they came from Senator Hunt, of Wyoming, who 
before the Armed Services Committee the other day introduced some 
statistics into the record showing that in 1949 the medical schools 
graduated fewer graduates than they graduated in 1905. 

Dr. Hinsry. I would like to comment on that when you finish. 

Dr. Trustow. I think this meeting is a symptom of the develop- 
ment in the medical profession of the type of leadership that Dr. 
Hinsey represents, and others who have demonstrated that we are 
prepared to recognize the problems as they exist and try and con- 
tribute our professional skill to them, and perhaps at the same time to 
learn more about the Federal Government responsibility and the use 
of Federal or public funds. 
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Senator Humpnrey. We certainly thank you for your appearance 
here, and the fine statements you have made. 

Dr. Hinsty. We appreciate the opportunity, Mr. Chairman, that 
you have granted us to appear before your committee, and to present 
our views. 

Senator Humpurey. The committee will now recess subject to the 
call of the Chair. 

(Thereupon, at 4:40 p. m., the committee recessed subject to call 
of the Chair.) 








VETERANS’ ADMINISTRATION POLICY CONCERNING 
MEDICAL CARE FOR VETERANS 


TUESDAY, FEBRUARY 27, 1951 


SPECIAL SuBCOMMITTEE To INVESTIGATE 
VETERANS’ ADMINISTRATION Po.icres WitTH 
Respecr to Hosrrran ADMINISTRATION OF THE 
CoMMITTEE ON LABOR AND PuBLIC WELFARE, 
Unirep Srares SENATE, 
Washington, DG; 

The subcommittee met at 3:40 p. m., pursuant to call, in room F-42 
the Capitol, Senator Hubert H. Humphrey, chairman of the sub- 
committee, presiding. 

Present: Senator Humphrey (chairman of the subcommittee). 

Also present: William G. Reidy, professional staff member. 

Senator Humpnrey. We will open the hearing. 

The purpose of this testimony is to bring out information concerning 
the medical-service program of the Veterans’ Administr: ation. The 
question pertaining to the medical service of the Veterans’ Adminis- 
tration was brought into sharp public attention by the recent dismis- 

sal of Dr. Manguson. We have had a number of witnesses testify, 
including General Gray, the Administrator of the VA; Dr. Paul 
Magnuson, the former Director of Medical Services; Dr. Hinsey, of 
Cornell University, dean of the medical school and chairman of the 
deans committees. We have also had Dr. Hugh Wood, who is the 
chairman of the committee of the Association of American Medical 
Colleges and VA-Medical School Relationships; and Dr. John Truslow 
from the University of Virginia Medical School in Richmond. 

Today 1 am pleased to welcome Mr. Pat Cliff, of the State of 
Minnesota, with residence at Ortonville, Minn. 

Mr. Cliff, I would be glad to have you just proceed to give vour 
observations from your own experience, with as much background as 
you can give to us, as to your working relationship with the Veterans’ 
\dministration hospital program. 


STATEMENT OF EARL V. (PAT) CLIFF, ATTORNEY, ORTONVILLE, 
MINN. 


Mr. Currr. Mr. Chairman, my name is Earl V. (Pat) Chiff. I am 
a& practicing attorney at Ortonville, Minn. 

I have served in the following capacities with the’American Legion: 

Post commander of the Post No. 97, of Ortonville, Minn.; district 
commander of the Seventh Congressional District; State commander 
of the department of Minnesota. I have also been Minnesota’s 
national committeeman representative, on the national committee 
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of the American Legion. I have served as State chairman of the State 
rehabilitation committee of the department of Minnesota and was 
area vice president of area D of the national rehabilitation committee, 
which consists of the States of North and South Dakota, Minnesota, 
Wisconsin, Iowa, Nebraska, Illinois, Ohio, and Michigan. I also 
served as area chairman of that district, as national vice chairman of 
the national rehabilitation committee, and on two occasions as 
national chairman of the national rehabilitation committee. 

Senator Humpurey. I am sure your credentials are adequate for 
any kind of testimony. 

Mr. Currr. I might say that my first contact with the medical 
service of the Veterans’ Administration came while I was serving as 
district commander of the Seventh Congressional District. My 
first contact with the medical service as far as the Washington office 
was concerned occurred, I believe, in 1929 and 1930, when I was 
department commander of the Department of Minnesota. 

I attended, I think, from that time until about 1942 pretty nearly 
every meeting of the national rehabilitation committee held here 
in Washington, as well as any area conferences that were held. From 
the beginning of my connection with and attendance at these meetings, 
the proble m that always concerned us was the medical service. One 
of the most active members, who was very critical of the Veterans’ 
Administration medical service at that time, was Dr. Kenion Dunham 
of Cincinnati who, I believe, gave the testimony subsequent to World 
War I which resulted in the 5-year policy for tuberculosis before the 
congressional committees here in Washington. Dr. Dunham was very 
critical of the medical service and was all the time endeavoring to 
improve that service by some means, and he at one time suggested 
and succeeded in having General Hines appoint, as I believe they 
called it, the Medical Advisory Board, or a name similar to that. 
However, our experience on that was that he was stymied by the 
fact that the general didn’t call the committee together. 

At that time your administration of medical affairs of the Veterans’ 
Administration was headed first by the Administrator of Veterans 
Affairs, who was General Hines at that time, and second by an 
Assistant Administrator by the name of Col. George Ijams, who is 
now the representative here in Washington of the Veterans of Foreign 
Wars; and under him, as a lay administrator, then came your Medical 
Director, who at that time was, I believe, Dr. Charles Griffith, who 
isat the present time, I believe, the superintendent of the hospital at 
Mount Alto here in Washington of the Veterans’ Administration. 

We repeatedly made recommendations to General Hines, Colone! 
Ijams, and Dr. Griffith, as to changes which we thought would 
improve the medical service of the Veterans’ Administration. Now, 
I don’t want to say that the medical service was all bad, but it was 
bad enough to need correction. And we never got anywhere, not! 
did we accomplish any successful progress, during that regime. 

One of the recommendations which we of the Department of 
Minnesota made consistently at that time was that the Mayo Clinic 
at Rochester, Minn., be designated as the diagnostic center of the 
Veterans’ Administration, so that the medicine that was being 
practiced there might have an influence on the improvement of medi- 
cine generally in the Veterans’ Administration. There was one 
diagnostic center under civilian administration, That was at Cin- 
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cinnati, under the charge of Dr. Kenion Dunham, which was sub- 
sequently, after some time, discontinued. 

General Hines then set up around the country a number of centers 
where there was concentrated the treatment of cancer, one of them 
being at Hines Hospital in Chicago. We in Minnesota found out that 
the doctors who were located at Hines Hospital for the treatment of 
cancer were sent up to the University of Minnesota to be trained in the 
methods of treatment of cancer, and then afterward we in Minnesota 
had to send our veterans down to Chicago, to Hines, Ill., to Hines 
Hospital, to have them treated. 

These representations and criticisms by the national rehabilitation 
committee of the American Legion continued over the period of time 
with which I became acquainted, in 1929 and 1930, up to and including 
1941, where, at the national convention of the American Legion at 
Milwaukee, we finally summarized our complaints and passed Resolu- 
tion No. 528, which I dictated, upon consultation with our medical 
consultant, Dr. Shapiro, and T. O. Kraabel, now director of the 
national rehabilitation commission. And I wish to submit as part of 
my statement this resolution. 


Senator Humparey. It will be accepted as an exhibit and printed. 
(The resolution referred to is as follows:) 


REsOLUTION No. 528 
National Convention of the American Legion, Milwaukee, Wis., 1941 
MEDICAL SERVICE OF VETERANS’ ADMINISTRATION 


Whereas for a number of vears the national rehabilitation committee of the 
American Legion has pointed out to the Administrator of Veterans’ Affairs and his 
staff certain apparent deficiencies in the medical service of the Veterans’ Admin- 
istration; and 

Whereas repeated promises have been made by the Veterans’ Administration to 
correct these admitted deficiencies; and 

Whereas little, if anything, has been done by the Veterans’ Administration to 
make the necessary corrections in the medical service of the Veterans’ Administra- 
tion; and 

Whereas, because of the failure to correct these very apparent weaknesses and 
deficiencies, the executive committee of the national rehabilitation committee at 
its May meeting in Indianapolis 1941 passed a resolution approved by the national 
executive committee of the American Legion that a complete survey be made by 
the national rehabilitation committee, through its Washington office and national 
field service, of the medical service and related personnel of the Veterans’ Admin- 
istration; and 

Whereas this survey has been made and completed and report has been made to 
the executive committee of the national rehabilitation committee; and 

Whereas such report shows that much fine work is being done by the medical 
service of the Veterans’ Administration but that there also exist certain very 
apparent weaknesses and deficiencies, and after a complete discussion of the report 
and the committee being fully advised: Now, therefore, be it 

Resolved, by the executive committee of the national rehabilitation committee, That 
a complete reorganization be made by the Veterans’ Administration of its medical 
service; and be it further 

Resolved, That in the process of reorganization of the medical service of the 
Veterans’ Administration the following items of importance be considered: 

1. A change in the direction and supervision; 

2. Coordination and stabilization of all related services; 

3. A more liberal delegation of authority to managers of field stations in 
the administration of the medical program; 

4. The improvement of supervisory services of central office to eliminate 
duplications and the establishment of a new system, group or otherwise; 

5. A revision of the present table of medical organization to provide for 
the replacement of those presently in the Armed Forces and to increase 
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personnel in facilities where inadequacies now exist or may develop in the 
future based on the individual needs of each station without regard to present 
ratio system; 

6. The establishment of an improved system of promotion and transfer of 
medical and allied personnel based on merit and the dismissal from the service 
of admitted inefficient personnel instead of the present policy of transfer 
and further provision for an adequate retirement basis for aged and disabled 
personnel; and 

7. Adequate training of specialists in various fields where the need for 
such specialists appears necessary; and be it further 

Resolved, That authority be granted to the standing committee of the national 
rehabilitation committee to seek the correction of any and all other deficiencies 
that may become apparent that are not herein listed; and be it further 

Resolved, That if satisfactory reorganization correcting the apparent deficiencies 
now in existence is not made within a reasonable time that the American Legion 
shall request a complete investigation by the World War Veterans’ Committe 
of the House of Representatives; and be it further 

Resolved, That this resolution be submitted to the rehabilitation committee of 
the convention committee of the 1941 national convention for consideration and 
action. 

Submitted by executive committee of the national rehabilitation committee, 

Mr. Currr. Then followed immediately, on December 7, 1941, 
World War II; and there then came forth a lot of eriticism of the 
medical service, of which the committee I am sure is aware. It was 
printed in various magazines throughout the country, particularly by 
a gentleman by the name of Mr. Maizel, who wrote several articles in, 
| believe, the Cosmopolitan—! may be incorrect on the magazine 
and we all felt that we were being put oa the spot as to improvement 
of the medical service. 

In the Department of Minnesota, we thought that something 
should be done about it. Joe Finley of St. Paul, who I believe was 
then our department commander, wrote a letter to Dr. Watson of the 
University of Minnesota, and asked him if there was possibly some 
wav that they could help us in the improvement of this medicine. 
Dr. Watson replied and stated that they would be very glad to help. 

Subsequently I came down here to Washington, when General 
Hines was still Administrator of Veterans’ Affairs, and suggested to 
him that we had a great deal of fine medicine in the State of Minnesota 
in the Mayo Clinic, the Mayo Foundation, the University of Minne 
sota, and we wanted that to be brought into this program in some 
manner in order that the disabled veteran in the State of Minnesota 
mieht receive the benefit of their medical experience and their medica! 
knowledge. 

Shortly after that, General Hines was removed or withdrew from 
office and General Bradley was appointed as Administrator of Veter- 
ans’ Affairs. 

While I was here in Washington on that visit, I talked it over with 
the director of the national rehabilitation committee of the American 
Legion, and he volunteered to send up to the State of Minnesota thi 
chief of our medical advisory committee, Dr. Rountree, who now re- 
sides in Florida but who was formerly head of internal medicine at th 
\Mavo Clinie and also a professor at the University of Minnesota. TH 
came up to St. Paul in September, in the early part of September. 

Senator Humpurey. What vear was that, Mr. Cliff? 

Mr. Curr. 1945, | believe it was. It was right at the conclusion of 
World War IT. I am sure it was following the war. 

We went over this matter with him. He went over to the un- 
versity and talked to Dr. Diehl, the dean of medicine, and D1 
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Morrill, the president of the university. They all assured him of their 
willingness to cooperate. He then went down to Rochester and talked 
with the members of the Mayo Clinic, and they also agreed that they 
would cooperate in doing anything that was possible to improve the 
medicine in the Veterans’ Administration. Dr. Rountree eame back 
to Washington and then took up, with the other medical members of 
the medical advisory committee, this matter. The committee con- 
sisted of Dr. Charles Mayo, Dr. Waltman Walders, Dr. George Hull, 
who is now secretary or executive vice president of the AMA, and 

[ don’t know the names of them all. I think General Renbow was a 
member. ‘They drew up a proposal to be submitted to the new Medi- 
cal Director of the Veterans’ Administration, General Hawley, and to 
his assistant, Dr. Paul Magnuson. Apparently these gentlemen had 
ideas along similar lines; so, they were combined, and out of that came 
the present medical system of the Veterans’ Administration. 

We up in Minnesota feel that it has been a great improvement in the 
treatment of veterans; that it has brought to bear upon the treatment 
of these unfortunate victims of war the best medicine America can 
give. Weare very proud of the part which we played in that. 

We are apprehensive of what may happen. I don’t wish to indulge 
in any personalities in my testimony here. Iam talking merely about 
medic ‘al policy. And I want to sav to you that we certainly are in 
favor of adopting a policy ths ¢ will continue this high-grade medicine. 
We are not in a position, Mr. Chairman, to state whether we are will- 
ing to O. K. all Seinsshenadadioss of the deans’ committee or any other 
group, but we certainly are for an adoption of policy which is going to 
preserve the present medical set-up in the Veterans’ Administration. 
And, to that end, we are giving to you our e ape rience over the period 
of years as a comparison between what took place before and what 
took place after the adoption of this policy. 

Senator Humpurey. Mr. Cliff, you are well acquainted with the 
medical staff out at the Fort Snelling Veterans’ Administration Hos- 
pital. I would like to ask vou = or not in recent months, and 
particularly since the dismissal of Dr. Magnuson, vou have noticed 
any restlessness on the part of the medical staff, any uncertainty as to 
what the program may be. In other words, do you sense the possibil- 
ity on the part of the staff members that the program may “disint : 
erate? 

Mr. Curr. I will answer that “Yes” and state that my reason for 
making that answer is that I was ealled out to the hospital a weel 
ago last Friday, and I conferred with a group of the doctors out 
there, and they stated to me very frankly that they were very appre- 
hensive as to what may happen, and that they felt that the present 
situation now existing left an uncertainty. Now, as I understand it, 
they were assured by Dr. Hawley and Dr. Magnuson of certain 
things. Neither of them are now in the Veterans’ Administration. 
That leaves these medical men in very much of a state of uncertainty, 
hoping for the best, as we all do, but not knowing whether or not 

there is any permanency to which they can ually tie themselves, 
in spite of all the assurances which have gone out. And I am sure 
they don’t question the word of any of the men who have assured 
them, but that uncertainty exists. 

| believe that the members of the medical profession generally felt 
that, because of the tie-in which they had through Dr. Magnuson, 
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they now feel they don’t know whom to look to. Now, they are very 
frank in stating that “That matter is something behind us, but what 
about the future?” And that they are very deeply interested in. 

Senator Humpnrey. Have you, in your contact with the hospital 
and I know that you have close personal contact with the staff of the 
Fort Snelling Hospital—heard any comment that would indicate that, 
within recent months or, let us say, within the past year, there has 
been encroachment upon the relative autonomy or independence of 
the medical service, in terms of its operation of the hospital and the 
care of patients? 

Mr. Cuirr. Yes; these men were very definite, Senator, in the fact 
that instead of the matter of care being left in their hands, very often, 
particularly in the way of supplies and other items, which all go into 
the care of the patient, they had to appeal to others rather than med- 
ical men and had to argue with them as to whether that was necessary. 
They feel that that prerogative as to the necessity should be left with 
the medical determination. The obtaining might be left with some- 
body else. But they cited numerous examples. I think they said 
that there were some 11 different Assistant Administrators that had 
to be consulted on various occasions. Now, that is their figure; not 
mine. 

Senator Humpurey. There is a new hospital-construction program 
underway there too? 

Mr. Curr. Yes, sir. 

Senator Humpurey. An expansion of the Fort Snelling unit? 

Mr. Cuirr. Yes. 

Senator Humpurey. Dean Herold Diehl, in the statement that was 
submitted to this committee, through Dr. Hinsey, of Cornell Medical 
College, made clear that in that hospital construction, at least from 
their point of view, there had not been clearance or the kind of coop- 
eration that there ought to be in terms of hospital facilities. What 
I want to ask you, then, Mr. Cliff: Do you think that when it comes 
to hospital construction, for example, the Chief Medical Director at 
the national level ought to be consulted and ought to make approval 
of plans and at least have a voice in the final architectural program 
or nar; of the hospital? 

Mr. Cirrr. Absolutely, I don’t know how you can construct a hos- 
pital which is concerned with the care of the patients without con- 
sulting the man who is going to do the caring for the patients asto 
what facilities he may need in order to do that job. And I know 
there is some criticism, which is hearsay to me, that in the construe- 
tion of the hospital addition at Fort Snelling several items have been 
left out which they very particularly wanted in, because of the fact 
that they were not consulted on the final plans for the construction of 
that hospital. 

Senator Humpurey. You see, after having listened to quite a 
little testimony now in reference to the VA medical program, there 
seems to be two philosophies. I try to state these as accurately as | 
can without any prejudice for one or the other. 

One philosophy, as stated by General Gray, the Veterans’ Adminis- 
trator, is that insofar as the actual care of the patient is concerned; 
that is, the bedside care, surgery, and diagnosis, that is strictly medi- 
cine, and that should be under the strict supervision of the Chief 
Medical Officer. However, I think it is fair to say that General 
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Gray’s belief is that insofar as the matter of hospital management, 
supplies, such as you have mentioned, and construction and mainte- 
nance and personnel are concerned, that should be left in the several 
departments of the Veterans’ Administration, and if not exclusive at 
least it is not the prerogative of the Medical Service Director. 

Dr. Magnuson, in testifying before this committee, as well as 
representatives of the deans committees, feel that the care of the 
patient is an integrated proposition, because this patient not only 
needs bedside care but he needs particular kinds of medicines, appli- 
ances. Even the special services that pertain to his convalescence, 
for example, may have an effect upon his well-being. They feel that 
even such matters as the maintenance of this hospital and the general 
operation of the hospital have something to do with the care of the 
patient and the patient’s well being. An example was cited that if a 
boiler goes out in a hospital, in a hospital heating plant—and they 
used a particular example in that, 1 believe out somewhere in the 
Black Hills section of South Dakota—it is not just an engineering 
problem, but it is a medical problem in the sense that if these patients 
do not have heat you are going to have some real difficulties and 
maybe some fatalities. Therefore, as Dr. Magnuson and those that 
join with him in testimony have stated, the man that is hospital 
manager there, ought not to have to clear through half a dozen people 
to get this boiler repaired; for that ought to come directly to the head 
officer in Washington or be done on a local basis without having to 
vo through an engineering department. 

Now, what is your observation in reference to these two philoso- 
phies? 

Mr. Currr. | think that the Congress has already answered that 
question, Senator, because I think you will find that under the Hill- 
Burton Act, and [am speaking now of the hospital we are constructing 
at Ortonville, Minn., in which we are receiving Federal funds, we are 
required to have two boilers in that hospital before you will give us 
any money. And that is passed upon by vour medical people, who 
are determining the policy of the Congress in expending that money 

Now, I don’t know whether it is in the provisions of the law, but 
I know in building the hospital we couldn’t get any Federal funds 
under that act unless we complied with certain security factors 

Senator Humpurey. But, now, in terms of these general philoso- 
phies that I have stated, of General Gray and Dr. Magnuson? 

Mr. Curr. I think the subject is very much misunderstood, Sena- 
tor, by the lay people. I think you will find the organization of almost 
every hospital throughout the country has a business manager under 
the direction of the medical men. In other words, the medical men 
are not going to do the leg work to run around and get these supplies, 
but from them comes the order that they must be obtained; and then 
it is the job of the business manager of the hospital to see that they 
are gotten. 

We have just been calling for bids on a lot of things which have to 
go into our little local hospital. Where do we go for advice as to 
what kinds of instruments and so forth we use? We of course go to 
the doctors. They approve it all. They are the ones who tell us 
what they need. It seems to me if that applies there, it certainly 
should apply in a larger institution—to determine as to the kind of 
equipment. Because medical equipment changes constantly. And 
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only the best doctors are in position to determine whether or not that 
medical equipment is the sort of thing which you should have in the 
hospital at the present time. The kind of X-ray, the kind of lab- 
oratory tests, and everything that has to do with your operating 
room—all that comes under the supervision of the man who is going 
to use it. It must come under him, or you are not going to get the 
efficiency that you will require or the good medicine that you should 
have. I say it is very much misunderstood, because 1 think a lot of 
lay people think that because vou have got to buy the boiler the 
doctor shouldn't ete anything to do with that. But he must have 
something to do with it, because the keeping of the patient and any 
kind of an paaanaak that goes into that hospital are part of the 
treatment of that hospital. 

Senator Humpurey. That is pretty much the philosophy that was 
given to us by Dr. Magnuson and Dr. Hinsey and others. And, you 
see, the reason I bring this to your attention is that with the VA 
operational set-up you have 12 assistant VA directors. Each one of 
them has a category and a certain amount of responsibility, over-all 
responsibility, in fact, within that department. For example, you 
have a Department of Special Services. 

Now, your Chief Medical Officer doesn’t have much to say about 
special services; in fact, has nothing to sav unless the Department of 
Special Services is willing to let him have something to say. Then you 
have the Department of Hospital Construction. The Chief Medical 
Officer has little enough to say about that unless the Department of 
Medical Construction is willing to let him have something to say, as a 
matter of being a good fellow, in the way of cooperation. And what 
Dr. Magnuson felt when he testified, and I want to give vou what his 
feelings were and what his experiences were, was this: That it was 
getting to be increasingly difficult to maintain this cooperative rela- 
tionship that was established under General Hawley and General 
Bradley; where General sradley in, | believe, poliey statement No. 2, 
laid down clearly and concisely without the shadow of a doubt that the 
operation of these hospitals and all that went into the management, 
personnel, supply, special services, and construction me maintenance 
all had to be coordinated by your —— al manager, No. 1, who was 
directly responsible up here to vour Chief Medical’ Officer, namely, 
General Hawley, and recently Dr. Magnuson, and soon to be Admiral 
Boone. It was Dr. Magnuson’s opinion that that clear-cut policy was 
being fractured and that there were little split-offs here and there all 
the time. In other words, he gave an example of where some $250,000 
had been e xpe nde ei for the construction of a research laboratory that 
was vital to diagnosis; and no sooner had that been expended and thx 
laboratory created or sdtbiaciidh then the chief of that laboratory, 
all unbeknownst to the Chief Medical Officer, was dismissed. 

So now you have a laboratory constructed by the Hospital Construc- 
tion Unit, and the Personnel Department, without anv consultation 
with the Chief Medical Officer, dismisses the number of people that 
would hs ave used the research labor: atory. And it is this sort of thing 
that Dr. Magnuson said precipitated the policy aniiek: 

As you know, I have told you privately by letter and personal word 
that I am not at all interested as chairman of this subcommittee in the 
personality difficulties, whether there were any or were not. But w 
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are interested in the policy that is to be established for medical care. 
[ know that is what vou are interested in. 

One of the reasons I wanted your testimony is because you were 
early in this, you were a pioneer, and you saw this thing developed. 
You witnessed the mediocre medical care. And I think I am being 
generous there. And you witnessed the advent of the deans’ com- 
mittee, the change of policy under General Bradley and General 
Hawley and Dr. Magnuson. You have kept your continuous efforts 
directed along that line in your contacts with the medical staff, and 
you have proved that policy. 

Mr. Curr. I don’t want to make the statement that we think all 
doctors are saints either, Mr. Chairman, because they sometimes make 
mistakes. And we don’t want to be understood as stating that under 
this program they should not be subject to some policy that is going 
to enforce coordination. 

Se mca Humpurey. I am glad to hear you say that. 

Mr. Curr. But we do think they are entitled to more authority 
than they have had in the past; that is, with the exception of the 
period of the Bradley administration. 

I want it understood also, Senator, that I am testifying here, 
irrespective of the record that I gave you of my positions, only as a 
representative of the Department of Minnesota. 

Senator Humpnrey. That is correct. 1 understand that. 

Mr. Cuirr. That is for the reason that I do not believe the national 
organization as vet passed on this. 

Senator Humpurey. No. We, however, are going to call on the 
national organization for testimony if they desire to give it. 


STATEMENT OF C. FRED HANSEN, ALEXANDRIA, MINN., DEPART- 
MENT COMMANDER, THE AMERICAN LEGION OF THE STATE OF 
MINNESOTA 


Mr. Hansen. I would like to make a brief statement, Mr. Chairman. 

Senator Humpurey. All right. Will you give your name and 
address to the reporter? 

Mr. Hansen. My name is C. Fred Hansen, and my address is 
Alexandria, Minn. Iam at present the department commander of the 
American Legion of the State of Minnesota. 

I have been interested in rehabilitation down through the vears 
because I was a battle casualty in the First World War, and have 
served as chairman of our department rehabilitation committee. 

I want to say this: During the war and at the present time, our 
Government has been striving to give our men the very best of weapons 
in order to successfully prosecute the war. I feel that these men who 
come back and are in need of medical treatment and services in our 
Veterans’ Administration hospitals are entitled at that time to the 
very best medicine and services that our Government can give them. 
And I also believe that it is of distinct benefit to our national defense 
effort to have the parents of these boys and their dependents feel that 
if they should have the misfortune in battle or in training of being 
disabled through illness or wounds, they are going to be taken care of 
in the best possible manner. If they have a feeling that they are going 
to be given shoddy treatment, it is not going to help your defense effort, 
because vou are cong to destroy the morale of your people. 
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That is all the statement I wanted to make. 

Senator Humpnurey. I would like to ask, Mr. Hansen, for your ob 
servations as to the quality of the medical program that there has beer 
in the VA hospitals since General Bradley’s administration, and what 
you feel about it nowadays. 

Mr. Hansen. I think there has been a marvelous quality of treat- 
ment. I have been a patient of the veterans’ hospital at Fort Snelling 
not in recent years but some years ago. There is no comparison in 
regard to the medicine and surgery that is being pe ‘forme d there now 
I think that the medicine and surgery in our veterans’ hospital now is 
excellent. We want to keep it that way. 

Senator Humpurey. Thank you. 

How about the rest of you gentlemen? Would any of you like to 
make a statement? 


STATEMENT OF O. E. LEWIS, BAGLEY, MINN., PAST DEPARTMENT 
COMMANDER, THE AMERICAN LEGION 


Mr. Lewis. I am O. E. Lewis from Bagley. There is one thing thai 
may have been overlooked. I think I might go into that I am one 
of these low men in the Legion. I ama past department commander. 
They say that is the lowest office you can hold in the American Legion. 

I have spent many years with Pat on rehab work. At the present 
time I am a member of the national rehabilitation commission from 
Minnesota. 

In connection with the proposition of granting to the doctors who 
are in charge of these hospitals greater authority than they have had 
heretofore, I think the necessity of that can so well be ullustrated by 
the system that was inaugurated in Minnesota during the Bradley 
administration, when we managed to prevail upon Dean ‘Diehl and Dr. 
Mayo to act in the advisory capacity in which they had been acting. 

Up until that time—and Pat, I know, would have mentioned this 
except that he just forgot it—we had a devil of a time, if I may use that 
term, to get the right kind of medicine in the veterans’ hospital. We 
didn’t have anything to attract them. Asa matter of fact, they would 
have to go out shopping to get the doctors to fill a vacancy in the clini 
at Snelling and also at Fargo. More about Fargo, just a little bit 
later on. 

After they formulated the advisory committee, with Dean Deal at 
the head. I don’t know what the situation is right now, but I know 
for a long period of time there was a waiting list of applicants who 
wanted to get into that hospital. 

Mr. Curr. You are referring to doctors? 

Mr. Lewis. Doctors, yes. And Dean Deal would screen thos 
applicants very, very thoroughly. They would have to have the sam: 
qualifications a man would have to have if he wanted to get into the 
University of Minnesota Hospital. The result is that you not only 
had applicants who wanted to get in there, but you had an opportunity 
for selection, and for ge tting rood doctors and good medicine. 

Senator Humpurey. Would you say that that condition was tru: 
because of the freedom that these men had in their medical 
program and the fact that they were not what we call civil-servic 
doctors under the strict terms of civil-service doctors? 
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Mr. Lewis. Yes, and I feel this: The men who wanted to go into 
the Veterans’ Administration as doctors wanted to go in there because 
they had there the opportunity of advancing themselves, of learning 
better medicine. Because when you put better doctors in a hospital, 
your younger doctor wants to get in there so that he can learn more 
medicine and improve himself. It isn’t then a question of so many 
dollars and cents for his day’s work in the institution. 

Senator Humpurey. Then he knows, too, that there are going to 
be modern, up-to-date laboratory facilities, all kinds of good equip- 
ment with which to work, and that, of course, lends to his professional 
knowledge and his professional experience. 

Mr. Lewts. That is right. 

Now, vou have a hospital out at Minot, N. Dak. They are having 
great difficulty out there in staffing that hospital. I understand there 
is a movement on foot right now to perhaps turn part of that hospital 
into a TB hospital. You have the same situation at Fargo, maybe 
not to such a large extent, because Fargo is a larger place and has a 
better medical center. But even right today we have vacant beds in 
Fargo, not vacant because we haven’t ex-servicemen who want to 
get in there but vacant solely because of the fact that we can’t staff 
them. We don’t have the medical staff. We don’t have quite the 
same class of opportunities at Fargo as you would in Minneapolis, 
due to the University of Minnesota Hospital and the Rochester 
Foundation and the Mayo Clinic. 

Senator Humpurey. If my memory serves me correctly, Fort 
Snelling Hospital generally had a waiting list of people trying to get 
in because of the caliber of medical care. 

Mr. Lewis. We sometimes have that at Fargo right now. But 
may I repeat: The only reason we have had that waiting list is not 
because of lack of space, lack of beds, but a lack of doctors and per- 
sonnel. 

Mr. Rerpy. And is the distinction you are making the fact that at 
Minot and Fargo these are not deans’ committee hospitals, and they 
are not connected with a medical school? 

Mr. Lewis. You have no medical center there. 

Mr. Rerpy. And therefore no deans’ committee helping to super- 
vise the operation? 

Mr. Lewis. That is right. I don’t want to leave the impression 
that we don’t have some cooperation. 

Senator Humpurey. You have from your local county medical 
association and your local doctors 

Mr. Lewis. That is right. But, of course, that cooperation natur- 
ally must be much less than if would be at a center like Minneapolis. 

Senator Humpurey. Mr. Cliff? 

Mr. Currr. I just wanted to supplement the idea that Mr. Lewis 
has brought out. 

The condition has changed entirely from the condition that existed 
when the Veterans’ Administration was first originated following 
World War I. You had a lot of medical men in the Veterans’ Admin- 
istration at that time who did not have the confidence that they could 
go out in competition and make a living. So a lot of them had one 
foot in the Veterans’ Administration and one foot out. They were 
practicing both places. That condition does not exist today. The 
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opportunity for medical men is almost untold. They can go out into 
the smaller communities and make from fifteen to twenty thousand 
dollars a year. 

So the only thing you have got to attract them to the medical 
service of the VA today is the good medicine. And when they go in 
there, they are going to be better doctors, more competent, and better 
able to make their way if they do go out into the community. 

You find that the doctor who is intensely interested in a certain 
branch of medicine stays with the VA, because he has patients to work 
with all the time, and he is so intensely interested in that particular 
subject. That is the change of condition that has taken place. And 
the hospital at Fargo is being staffed by men trained at Minneapolis; 
and that has brought up the standard of medicine at Fargo; and the 
same thing has occurred elsewhere. But if we did not have that 
source of medical supply which has come out of the deans’ committee 
and the resideney program, I question whether you could staff even 
the larger veterans’ hospitals. 

Senator Humpurey. I think that is a very important observation, 
because it relates to a condition that existed and to a condition that 
now prevails. 

This is Mr. Reidy, who is our staff expert on matters of health 
and hospitals. I believe he wanted to ask a question. 

Mr. Remy. We had testimony last week in the form of a letter 
from a deans’ committee in California to the effect that unless this 
situation were clarified to their satisfaction, this particular deans’ 
committee was going to cease functioning as of July 1. We have 
been told that other deans’ committees are like-minded. 

Now, in following up your point, would you say that if the deans’ 
committees were to cease cooperation with the Veterans’ Administra- 
tion, your best hospitals, such as the one at Minneapolis, the one in 
San Francisco, might find themselves shortly in the same position as 
the hospital at Minot and Fargo—that they would lose their best 
doctors? 

Mr. Curr. I think that would be the case. 

Senator Humpurey. What is vour observation of that? 

Mr. Hansen. I don’t think there is any question about it. 


STATEMENT OF JERRY CONNOLLY, ST. PAUL, MINN., MEMBER 
DEPARTMENT OF MINNESOTA REHABILITATION COMMITTEE, 
THE AMERICAN LEGION 


Mr. Connotuy. Mr. Chairman, I have been associated with the 
Department of Minnesota Rehabilitation Committee for the last 10 
years, the last 4 as chairman, and I want to concur in what the other 
gentlemen have said. But I want to be a little more emphatic on 
the matter of this unrest among the doctors in the VA hospital 
Minneapolis at the present time. 

Senator Humpurey. Will you state your name and address for the 
record, please? 

Mr. Connouuy. Jerry Connolly from St. Paul. 

There has always been a tendency of medical colleges and medica! 
schools, for the last several vears, to try and get some of those better 
men away from the VA hospital. That is a known fact. Some of 
them have gone; others have turned it down. And the only reason 
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that I can see why they did is that they felt there was a challenge to 
them in that hospital, through the practice of the better medicine 
which was made possible through it. It wasn’t the financing, because 
the VA cannot compete with the medical schools and colleges and 
larger hospitals financially. 

So they have one thing left, and that is the challenge to them to 
do something for humanity in the form of better medical practice in 
the VA. 

I know that today doctors are now being approached in the veterans 
hospital at Minneapolis, and one of the better men that I know has 
even gone so far as to go to this hospital and have an interview, 
something that he has never done before. So I feel that that danger 
does lie there definitely—that we will lose most of our better mi4% 
owing to this uncertainty as to their authority. And as to many of 
those doctors, it is only recently that they have discovered that the 
medical set-up did not have this authority all the way down the 
line. 

Senator Humpurey. You see, what is a matter of record and a 
matter of fact is that the policy which was inaugurated under Bradley 
and Hawley was a policy that was directed from on top. In other 
words, this was a firm desire on the part of General Bradley and Gen- 
eral Hawley that this program should work, and their instructions to 
the respective hospital managers and the deans’ committees were 
that, “You are to give the best medical care that you are capable 
of giving, and cut all red tape. Coordinate the functions of this 
hospital. Get this operating as a working unit under the direction of 
competent people who are interested and have knowledge in hospital 
administration and medical service.” It was just about that simple, 
you see. The order was just about that simple. 

Mr. Cliff. I may make this observation, Senator, for your informa- 
tion: That prior to General Bradley and General Hawley, the Minnea- 
polis hospital was under a lay manager. It was immediately changed 
to being but under the supervision of a doctor. 

Senator Humpnurey. Yes. I think I should say that Dr. Magnuson 
testified that insofar as the management of the hospital was concerned 
he did not feel that it was absolutely imperative that there be a medical 
man as hospital manager, but he did feel it was imperative that who- 
ever was the hospital manager clearly understood the importance of 
the interdependence of all these functions of the hospital and that he 
be, of course, a verv skilled hospital manager, one who understood 
he relationship of the strict medical program as such to the general 
ospital and medical service program for the care of patients. 

I think that is what it really amounts to here: That what vou have 
had up to date—at least, from some of the testimony that we have 
heard—is the strict application of the departmentalization of the VA. 
In other words, you have these 12 separate departments, and here is 
the Chief Medical Director just 1 of the 12. And yet many of these 
departments—not all of the 12, of course, because some of them deal 
with compensation, for example, and adjudication, but at least some 
of these 12 departments—have a direct bearing upon the hospital 
service and the medical service that is given toward the patient. 

Now, if that Chief Medical Officer, according to those who have 
testified, doesn’t have some means of coordinating these functions, 
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you are apt to find six or seven bosses, so to speak, in the same hos- 
pital dealing with the same patients. 

Mr. Connotiy. A sudden change of policy from up above in the 
application of hospital rules and regulations might undermine this 
medical program. 

Mr. Lewis. We mustn’t overlook the fact, either, that it is not 
surprising if the deans’ committee takes the position, “If this doesn’t 
go along all right, we are through.” Because those men are serving 
without any compensation at all. They don’t get a dime for render- 
ing these services. And there is only one reason for their doing the 
work that they are doing. It is because they want to advance 
medicine and provide better medicine for us. 

You might get the impression from the statement made by Mr. 
Cliff that when this idea was first proposed to Dean Deal of the 
University of Minnesota, he said, ‘Sure. Fine. We will go right 
along.” That isn’t quite correct, because it took quite a while 
before we were able to convince Dean Deal that they should come in 
and help us out on this thing. When he was finally convinced, he 
went all the way. Now, as I am sure you recognize and this com- 
mittee recognizes, Dean Deal is very much interested. He is willing 
to go all the way down the line. And I think the average deans’ 
committee is going to do the same thing, even though they don’t 
get paid a thing. 

Mr. Connotiy. But, Mr. Lewis, they are also very badly worried 
about the situation which exists right now. Right in Minnesota 
there is the condition that our men may not care to function under 
the new set-up. 

Senator Humpnurey. Now, is there any other comment that you 
gentlemen would like to make? 

May I then just more or less summarize what has been stated 
here? And obviously any corrections you wish to make will be 
welcome. 

Just to have the record read perfectly clear, do I understand 
correctly that, first, the Minnesota Legion was dissatisfied with VA 
medical care before General Hawley, General Bradley, and Dr. 
Magnuson created the deans’ committees? 

Mr. Curr. That is correct. 

Senator Humpurey. No. 2, that the Minnesota Legion found VA 
care in VA hospitals under deans’ committees to be vastly improved, 
and in fact some of the best medicine in the country? 

Mr. Curr. Right. 

Mr. Connouiy. Correct. 

Senator Humpurey. No. 3, the Minnesota Legion is concerned 
that Dr. Magnuson’s leaving may adversely affect the present medical 
set-up and desires specific commitments as regards VA policies and 
practices which will be accepted by the deans as guaranteeing a 
maintenance of the Hawley-Magnuson standards of medical care. 

Mr. Curr. That is right. 

Senator Humpurey. Now, that is about an analysis of the chief 
points of testimony. Is that not right? 

Mr. Hansen. That is right. 

Senator Humpnurey. I wanted that clear for the record, so that 
your position may be properly known. 
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And may I also state that if your have any communications at 
any time that you wish to have embodied in this record, any policy 
statement, the record will be held open at the conclusion of this 
testimony so that you can supplement or amplify whatever you have 
said. 

Mr. Lewis. For myself, and with reference to the third feature, 
there, that you just rec ‘ited to us, it is of course understood that we 
are not taking sides insofar as any controversy is concerned. 

Senator HumpHrey. Absolutely. I mean, I have tried to the best 
of my ability to keep these hearings proceeding without any regard 
to the personalities involved. And I might be very candid with you, 
in fact I shall be, that there is no attempt on the part of this committee 
to take up the case of Dr. Magnuson and to reinstate him or to in 
any way exonerate him or plead his case. That is not an issue. We 
are not concerned about that at all. What we are concerned with is 
the statement of policy and the carrying out of the policy as it per- 
tains to medical care; and that is our only concern in this hearing. 
So you now know my position and the position of this committee. 
This has been discussed at length by the members of the committee. 

Thank you very much. I am very grateful to you. It means a 
great deal to have this on-the-spot type of investigation or testimony. 
We get a lot of it at the top level, you know, the national level, but 
to get it at a department level on the part of the Legion, or a State 
level, or a particular hospital, brings out the detail that we need. 

Thank you, gentlemen. 

Mr. Lewis. I think we should thank you for the opportunity and 
for the time you have taken. 

(Whereupon, at 4:30 p. m., the committee recessed subject to the 
call of the Chair.) 






































VETERANS’ ADMINISTRATION POLICY CONCERNING 
MEDICAL CARE FOR VETERANS 


WEDNESDAY, MARCH 7, 1951 


SPECIAL SUBCOMMITTEE To INVESTIGATE 
VrTERANS’ ADMINISTRATION Poticies W1TH 
Respect To Hosprrat ADMINISTRATION OF THE 
CoMMITTEE ON LABOR AND Pusiic WELFARE, 
UNITED STATES SENATE, 
Washington, D. C. 
The subcommittee met at 11 a. m., pursuant to call, in room 155, 
Senate Office Building, Senator Hubert H. Humphrey, chairman of 
the subcommittee, presiding. 
Present: Senators Humphrey and Hill. 
Also present: William G. Reidy, professional staff member. 
Senator Humpurey. Will you give your full name and your 
affiliation, Colonel? 


STATEMENT OF COL. GEORGE E. IJAMS, DIRECTOR, NATIONAL 
REHABILITATION SERVICE, VETERANS OF FOREIGN WARS OF 
THE UNITED STATES, WASHINGTON, D. C. 


Colonel Isams. My name is George E. jams. I am director of thi 
national rehabilitation service, Veterans of Foreign Wars of the 
United States, and | have been in that position since March 1, 1946, on 
vhich date I resigned from the Veterans’ Administration, where I had 
served as Assistant Administrator since June 20, 1919. 

The purpose of this hearing, as | understand it, is to ascertain the 
reaction of the various veteran groups regarding the recent action of 
General Gray, the Administrator of Veterans’ Affairs, in accepting the 
resignation of Dr. Pau! B. Magnuson, who has been serving as the 
Chief Medical Director of the Veterans’ Administration. 

Senator Humpurey. May | just make this observation: That is not 
the substance of what precipitated the hearing. As the chairman of 
the subcommittee sees it, the purpose of the hea ‘aring is to analyze and 
to constructively study the medical care program now being given to 
our veterans in the veterans’ hospitals, to survey its deve lopme nt over 

‘ past few years, and to see whether or pot that program is in any 
= being jeopardized, and ultimately to see whether or not that 
program cannot be improved so that the veteran in the hospital is 
privileged to receive the finest medical care that modern medicine in 
America is able to provide. 

This objective that we are seeking to obtain is brought into sharp 
focus by the recent dispute, administrative dispute, between Dr. 
\lagnuson, on the one hand, and the Administrator, Carl Gray, on the 
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other. And I want you to know, Colonel, that, I have great regard 
for your professional knowledge of the Veterans’ Administration and 
your long experience in the fie eld of veterans’ rehabilitation. 

There is no intent on the part of this subcommittee to involve itself 
in the personalities of either the Administrator or the recent Chief 
Medical Officer, nor is there any intent at all to seek any reinstate- 
ment of anyone. After all, the Administrator has the right under 
any program, if he is to administer it, to have people around him with 
whom he wishes to work. 

Our objective is strictly the matter which you are so concerned 
about, that of medical care. 

I will appreciate your observations now as to what has transpired, 
what you think we ought to do to improve medical care, and your 
own evaluation of the medical program. You may proceed. 

Colonel Isams. Thank you, Senator. 

This matter, the resignation of Dr. Magnuson, came to the official 
notice of the National Welfare and Service Committee of the Veterans 
of Foreign Wars, which is a committee composed of the current com- 
mander in chief and the four immediate past commanders in chief. 
This committee met in Washington on February 16, and passed a 
resolution. 

That was signed by Louis E. Starr, chairman; Ray H. Brannaman; 
Lyall T. Beggs; Clyde A. Lewis; and Charles C. Ralls; and it was 
attested by me. 

Senator Humpurey. We will include that as an exhibit for the pur- 
poses of the record. 

(The exhibit referred to is made a part of the record.) 

The national welfare and service committee of the Veterans of Foreign Wars 
of the United States at its meeting in Washington, D. C., February 16, 1951, 
expresses its opinion that the Administrator of Veterans’ Affairs must have a free 
hand in selecting officials he believes to be qualified to perform the most efficient 
service to the veterans of our country. ; 

This committee reiterates the position the Veterans of Foreign Wars of the 
United States has always taken against any plan of organization in the Veterans’ 
Administration which will result in the transfer of any activity of the Veterans’ 
Administration, particularly the medical service to any other organization of 
Government or in limiting the present control of the Administrator over the 
various activities of the Veterans’ Administration as it is presently constituted. 

The committee specifically commands the Administrator for his recent decision 
affecting the Department of Medicine and Surgery of the Veterans’ Adminin- 
tration. 

(Signed) Louis E. Starr, Chairman. 
Ray H. BRANNAMAN. 
Lya.u T. Beaas. 
CrypE A. Lewis. 
CuHar.es C. RAL.ts. 
Attest: 
GerEorGE E. Isams, Director. 

Colonel Isams. In connection with the hospitalization of disabled 
veterans, as you know, Senator, I have — pretty closely connected 
with that for a great many years. The Government provided no 
hospitalization in the early diode following the Revolutionary War, 
the War of 1812, although we did provide compensation in those days. 

It was not until after the War Between the States that the Govern- 
ment got into the problem of giving some kind of domiciliary or 
hospital care to the veterans; and, of course, that care was provided 
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only for the veterans of the Union Army, and not, of course, the 
Confederates. 

In 1865, the Government authorized the establishment of what 
became the National Homes for Disabled Volunteer Soldiers, which 
organization, incidentally, was under the War Department until about 
1930, when it was consolidated with the Veterans’ Administration. 
Those homes were places of refuge. As a matter of fact, they were 
referred to as asylums, not insane asylums, but asylums of refuge for 
a man who could no longer take care of himself and whose family 
could not provide for him. 

In the beginning, only domiciliary care was given, but it soon 
became necessary to establish small hospitals adjacent to the domi- 
ciliary units, because, of course, these veterans were subject to all the 
ills of any other citize ns, and they had to be cared for. 

The soldiers’ home hospitals were the first and only hospitals avail- 
able to the veterans of our country until after World War I. When 
World War I occurred, authority was given, through congressional 
enactment, for hospitalization of veterans suffering from service- 
connected disabilities only, and we were authorized to place these 
men principally in United States Public Health Service hospitals, but, 
through agreement with the Army and Navy, we also placed them in 
Army and Navy hospitals. 

Then, when the United States Veterans’ Bureau was created by 
law, those hospitals of the Public Health Service, which were primarily 
occupied by veterans, were turned over to the United States Veterans’ 
Bureau for administration. It was not until the administration of 
Calvin Coolidge that the law was amended, through the insertion of 
section 202-10, to authorize the hospitalization of men whose disa- 
bilities were not due to service. However, they had to be men who 
required hospitalization and who could not afford to pay for it out of 
their own pockets. 

This provision of law, section 202-10, is still the law of the land. 
At the hearings of Senator Pepper’s subcommittee on the cut-back of 
16,000 beds, which hearing took place 2 years ago last month, I recall 
that Mr. McNamara of the budget was on the stand, and he admitted 
that he was the man who had suggested to the President that these 
beds be cut back, as in his opinion they were not needed. Senator 
Pepper and other members of the committee questioned Mr. McNa- 
mara very carefully as to whether his recommendation to the President 
was predicated upon any thought that the Federal Government would 
no longer give hospitalization | to the so-called non-service-connected 
case. Mr. McNamara assured the committee that he had no thought 
of discontinuing hospitalization for the non-service-connected cases. 

There has been a great deal of publicity regarding the Veterans’ 
Administration hospitals and the inadequacy of those hospitals, which 
has apparently emanated from the medical service of the Veterans’ 
Administration in the last few years. I think this has been most un- 
fortunate, and I think that these statements have been based upon 
lack of information on the part of those who have given the state- 
ments out. 

Anyone familiar with the efforts of the Federal Government to pro- 
vide hospitalization knows that the Veterans’ Administration hospitals 
prior to World War II were the best hospitals in this country, And 
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that means the best hospitals in the world. They were located as 
close as possible to centers of veteran population, so as to make hos- 
pitalization convenient to the largest possible group of veterans. 

We also established, at strategic points in the country, a number of 
diagnostic centers, to which we would take those cases requiring spe- 
cial study or specialized treatments. But more than 98% percent of 
all veterans hospitalized in veterans’ hospitals were adequately cared 
for in the hospitals of their own home communities where their 
families could get to them and visit them. Less than 2% percent had 
to be sent to the diagnostic centers. 

When General Bradley became the Administrator, he appointed 
Maj. Gen. Paul R. Hawley as his Chief Medical Director. Gener ‘al 
Hawley apparently had some preconceived ideas about the veterans’ 
hospitals. Where he got his information, I don’t know. But he 
seemed to feel, and he publicly stated many times, that first-rate 
medicine was not practiced in those hospitals. 

Now, there was a period after the beginning of World War II when 
medical care in those hospitals was very, very poor; but that was not 
the fault of the Veterans’ Administration. A large percentage of our 
best doctors and nurses were Reserve officers. They were called on 
active duty. We had to go to the Civil Service Commission to replace 
those men. The civil-service lists were absolutely combed, and there 
were very, very few doctors and nurses available. 

As a matter of fact, we got to the point where we were forced to 
take any man who could legally sign M. D. after his name, and put 
him in a veterans’ hospital to take care of these men. At the same 
time the orderlies and nonmedical personnel were drafted into the 
service, and we were confronted with an impossible situation. | 
frankly admit that after mobilization for World War IL took place 
there was a great let-down in the efficiency of veterans’ hospitals. 

Senator Humpnrey. And your point its that that was due to the 
i k of properly trained personnel being available for these positions? 

Colonel lsams. That is right. And I have re peatedly stated in 

recent months that because of the Korean situation and the possi- 
bility of our becoming involved in a much more difficult situation, 
if we are unfortunate enough to get into another war, Congress must 
see to it that the veterans’ hospitals remain fully staffed, because our 
obligation to the veterans does not cease in the event we get into 
another war. 

Then just the other day you read, no doubt, that under an agree- 
ment with the Defense Department they are now sending these boys 
to veterans’ hospitals, boys whose disabilities are such that it is 
utterly impossible for them to become fighting men again, and while 
they are still in uniform and under Army and Navy control they are 
being placed in veterans’ hospitals, because as soon as they are dis- 
charged they would automatically get ‘into a veterans’ hospital any- 
how. 

Senator Humpurey. I am glad that you report that. I believe 
the . that is sound policy. 

Colonel Isams. That is perfectly all right; except that again we are 
cutting down on the number of beds available to the veterans, because 
we are not building now, Senator, you see. That is where it pinches. 

When this Gray-Magnuson controversy occurred, I read a verv 
interesting editorial in the National Tribune, The Stars and Stripes 
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which incidentally was written by a man who is himself a_ badly 
disabled World War I veteran, a man who had been in the Veterans’ 
Administration hospitals and knows what occurred in Veterans’ 
Administration hospitals prior to World War II. And with the 
permission of the committee, | would like to read this editorial into the 
record, if I may. 

Senator Humpurey. All right. 

Colonel Isams. It is headed, ‘““That VA controversy.” It appears 
in the January 25, 1951, issue of the National Tribune: 


It begins to look as if Washington is going to be treated to another of those 
highly polished investigations on Capitol Hill in which charges and countercharges 
are hurled about with utter abandon and which seldom result in special good 
accruing to anybody. Mainly coming about as a demand from younger veterans 
who know only what propagandists have told them, Senator Hubert Humphrey, 
of Minnesota, has obtained the consent of the Committee on Labor and Public 
Welfare of the upper House to look into the dismissal by Veterans’ Administrator 
Carl R. Gray, Jr., of his medical director, Dr. Paul Budd Magnuson. Actually, 
as we see it, there has been a long row between the two over policy, Failing to 
agree, the boss fired a precocious employee who refused to follow the rules unless 
he could make them himself. An underling has gone to the public press to air 
his grievances, and the third estate, always anxious to make a mountain out of a 
molehill, has misled alot of people to believe ‘‘there is something rotten in Den- 
mark.’? Elsewhere in this issue we carry a long and factual story of the incidents 
that have followed in the wake of last week’s announcement that General Gray 
asked Dr. Magnuson to quit and had appointed a competent physician, a Medal 
of Honor man, to take his place, but because so much in the nature of misinforma- 
tion has hit the headlines, we feel we must comment. 

First, may we say that we have no personal dislike of Magnuson. He is a 
highly skilled orthopedic surgeon with a splendid reputation also as a professor 
and a gentleman. We do not know his successor as anything but an excellent 
doctor with a long record of accomplishment to his credit, with a first-hand 
knowledge of men with whom he served and fought through two wars and with a 
service record enhanced by decorations given him by his own and allied nations, 
including the highest honor that can be bestowed upon him by a grateful people 
for intrepidity in the face of the enemy. As for General Gray who now heads 
the veterans’ agency, we suspect he accepted his present assignment with some 
reluctance, but he is a war veteran with an enviable record as a fighting man and 
with an administrative background possessed by few. We are not acquainted 
intimately with the causes that brought about the present controversy, but we 
io know something of the history of the Veterans’ Administration, and we do not 
admire the misrepresentation of fact that has appeared in print. Suppose, then, 
we go back into history a little to determfne what may be behind this thing. 

No medical care to amount to anything was provided to America’s vetera 
before World War I. We had a publie health service and hospitals and home 
supported by the Army and Navy, but, caught with our well-known pants dow 
when the Nation was confronted with the necessity of caring for thousands « 
lisabled veterans, this country, with the aid of organized former serviceme: 
enlarged upon the War Risk Insurance Act and provided one of the finest systems 
of hospitalization and medical and domiciliary care the world has ever know: 
Because they were close to the kind of people they were called upon to serve, the 
machinery was set up by veterans and was administered by veterans. Profes 
ional politicians were able to get in on the ground floor, and back in the early 
1920’s there developed a scandal of sorts that was soon cleaned up and the eulpri 
punished. Then came the appointment of Gen. Frank T. Hines, under whose 
administration the management was consolidated under one roof—again wit! 
the help and ecnouragement of organized veterans—and the duty of protecting 
and caring for our warriors went ahead for more than a quarter of a century witho 
political involvements and under standards that were the envy of medical 
and administrators of every description. The magnitude of the work and 
numbers of personnel involved called for occasional adjustments, but never 
n all of those years was there to be found a reason for malicious gossip or critici 
Politics prevented the expansion of building and other programs duri! 
period, and again we were caught unable to meet the needs of the hour 
World War II came along, but veterans as a whole were being pretty well 
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Following the last major war, Gen. Omar N. Bradley was persuaded to take over 
the administration of veterans’ affairs. With him he brought to the agency a 
flock of brass and a lot of new ideas that the former Administrator had not been 
permitted to make effective. Gen. Paul R. Hawley became Medical Director. 
Running him to a large extent was Dr. Paul Budd Magnuson, but Hawley and 
Bradley were the fronts. There was some confusion in the ranks, yet, for good 
or ill, a new system was invoked. Regardless of what it meant to the veteran 
to be served, the grand plan was to build great new medical centers, adjacent to 
the country’s largest and best-equipped hospitals, the purpose being, it was said, 
to bring the best medical and surgical services to our former fighting men. Old 
contract systems went by the board, and Army engineers did the plan drafting 
It is assumed that the idea was all right. It makes little difference as the vears 
pass that waste and extravagance created no better homes or hospitals and that 
the same doctors by and large did the work they had been doing before, but is of 
consequence to note right here that no more beds were built and no more veterans 
given attention than would have been the case had there been followed by the 
Congress the recommendations made by General Hines and his staff and if prewar 
plans had been put into execution. General Gray assumed office. Magnuson 
remained at the medical helm and he has had a pretty free hand to do pretty much 
as he pleased. 

Now comes the complaint that political patronage is once more in the wind; 
there is no change at all excepting in the patrons. It is said that the departure 
of Magnuson means return to fourth-rate, bureaucracy-ridden service to veterans; 
they never had that sort of service, and only the so-called bureaucrats have 
succeeded one another. The question of whether physicians or politically in- 
spired meddlers are to run the medical division is one raised only by the good 
doctor who has been ousted; he has been at the medical helm during two regimes, 
but apparently he became too eager, wanted to run the whole works and got mad 
because he couldn’t have his own way. He was allowed special latitude by the 
Congress, given the right to school new doctors and the privilege to pav them 
what he would, but for some reason things just didn’t click. Perhaps Magnu- 
son would make an excellent administrator, but medical genius and ability to 
teach do not necessarily fit him for the top job any more than preachers make 
good lawyers. Anyway, he didn’t get the job. Magnuson has had the publicly 
expressed support of his advisory board, they being his handpicked appointments, 
so he should expect that, but we hope that as he examines into the several ele- 
ments of his controversy, Senator Humphrey will remember that fact. 

Our younger veteran friends, the AMVETS, seem to have gone far out on a 
limb in supporting unquestioningly the allegations of Dr. Magnuson. He may 
well be partly right in the position he has taken. We have not asked General 
Gray or his assistants any questions. We do have long memories, however, and 
we have followed with deep concern much of the propaganda that has come out 
of the Office of the Medical Director through the past several years. We are not 
ourselves of the belief that the Chicago orthopedist is irreplaceable, and we note 
that a lot of other people with an intimate knowledge of veterans’ affairs are 
shedding no tears. Not long ago we attended a closed’meeting of the governing 
body of one of the largest organizations of veterans of both World Wars. 


I might add there that that was not the VFW. 


We do not know from first-hand experience that Dr. Magnuson is any of thes« 
things, but our ears did not deceive us, we are sure, when men with 30 and more 
years of rehabilitation experience called him one of the most arrogant, unyielding 
high-handed, and insufferable tyrants with which they have ever had to deal. 
Those men had the interests of veterans at heart, So perhaps it is time for a 
change. 

We have said before that Dr. Magnuson talks only with the mouth of tha 
element of the American Medical Association that wishes to deny hospital and 
medical services to everybody but veterans with proved service-connected dis 
abilities. That, we fear, is what is behind this furore. On many an occasion the 
dismissed medical director has so expressed himself, and he has even persuaded 
General Gray to voice that philosophy. Quotations in the press during the pas 
week convince us that, instead of being sabotaged in his medical ideas, Dr 
Magnuson is himself doing all that he can to destroy the laws of Congress and to 
limit the service he headed only to those he thinks should be able to enjoy it. 
Those laws were enacted after long and detailed hearings justified their passage. 
Anybody who does not believe in them has no business trying to administer them 
As for us, we must add that we are not unhappy over the outcome of this incident, 
if for no other reason than that. 
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That is the end of that editorial. 

Senator Humpurey. Colonel Ijams, may I point out that in refer- 
ence to your comment on the hospital-construction hearing conducted 
by Senator Pepper, both Senator Morse and myself were members of 
that subcommittee. And as vou recall, that subcommittee make a 
favorable report to the full committee in reference to the need for more 
hospital construction. I think we had a really exhaustive and inten- 
sive hearing, and at. that time I recall that both the Veterans’ Admin- 
istration, General Gray, and Dr. Magnuson, as well as Mr. Me- 
Namara of the Budget Bureau, were trying to substantiate or verify 
the necessity for the cut, and I felt that our evidence brought out 
facts and figures that indicated the need for a continuing of the con- 
struction program. And I wanted that to be quite clear, because, 
as the chairman of the subcommittee, I am not interested in defending 
decisions that have been made one way or another in the Veterans’ 
Administration. I am primarily interested in what the committee 
of the Congress has determined in its judgment as being fact, or as 
being good sound policy. 

The second item I would like to point out is that the Senator Labor 
and Public Welfare Committee and the subcommittees have on many 
occasions discussed this whole matter of the use of beds by other than 
service-connected cases. And speaking only for myself, now, I am 
opposed to any effort being made to limit the use of those beds. In 
other words, I happen to agree that if a veteran, let us say a very 
seriously ill veteran, or even a chronic case, has not what you might 
call a proven service-connected disability, he should nevertheless, if 
there is a vacant bed, be entitled to get that bed. And if he does not 
get it in a Federal hospital, he will most likely, as you have said so 
well, have to go to State, county, municipal, or church or denomina- 
tional hospitals: and it has got to be paid for, of course. 

Colonel Isams. And when he does that, Senator, you will find all 
those hospitals crowded. 

Senator Humpurey. That is right; and he will receive maybe not as 
good care as he would have gotten with his own comrades, his own 
fellow men in the Veterans’ Administration. 

Colonel Isams. No; the attitude of the committee on which you 
served with Senator Morse and Senator Pepper is well known by us, 
and very much appreciated, because you were all three very much in 
favor of the construction of those beds that are so urgently needed. 

Senator Humpprey. We were unanimous. 

Colonel Isams. That is right. You know, Senator, when I heard 
of this unfortunate attack on the President that day, it was through a 
friend of mine calling me and saying that somebody had just “fired at 
the President.’’ Of course, the President was not fired at, but that 
was the report that came to me. The first thought that entered my 
head was, “My God, is this a psychiatric veteran who has made this 
attack?’? We have read in the paper about this man up in New 
Jersey, and a colored boy in Brooklyn, I think, both of whom killed 
quite a number of innocent people, and I am expecting that sort of 
thing almost anytime anywhere in ‘this country, because of the in- 
ability to get those people into hospitals. The situation is really 
precarious. 

And as far as the tubercular cases are concerned, there are thousands 
of World War II veterans suffering from active pulmonary tubercu- 
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losis, who have never been in a hospital, who have never been taught 
how to protect their families from becoming infected. And I have no 
doubt that there are thousands of young children of these boys that 
are going to have tubere ‘ulosis because the fathers have not even been 
taught sanitation. We can’t get those boys into the hospitals. 

[ have right here a letter that came to me from Texas just the other 
day, where they mention the case of a man in one of the Texas hos- 
pitals who was sent home. He had been in the hospital and was sent 
home, and they said they didn’t have room for him. And because the 
man hemorrhaged, they got in touch with the hospital, and they asked 
him to send the boy right back, and he died en route to the hospital. 

[ have a clipping here which they sent me: 


Full TB ward at VA hospital sends less serious cases home, 


That sort of thing can’t go on. Every year we ask the public to 
support the drive against tuberculosis by buying Christmas seals, 
when we are knowingly spreading tuberculosis among a group of very 
young people in this country, World War II boys and their families, 
because we refuse to hospitalize them. Something must be done for 
the public’s good. 

Well, getting back to the question of deans’ committees, Senator, 
I would like to read into the record if I may, a brief resolution, Resolu- 
tion No. 272, ‘Eliminate deans’ committees.’’ This was submitted 
by the department of Oregon to our convention in Chicago last 
September and unanimously passed.”’ 

[ might say, Senator, that from the very beginning of my association 
with this hospital set-up in the Veterans’ Administration we have 
always maintained a consulting group of doctors, made up of the out- 
standing physicians of the communities in which the hospitals are 
located. Right out there at Fort Snelling you would find, on the 
consulting staff, the outstanding men of Minneapolis and St. Paul; 
and the same thing is true in every other State in the Union. 

[I happen to come from what you might call a medical town 
Baltimore. We have over there Johns Hopkins University and the 
University of Maryland, both of which maintain wonderful medical 
schools. My father was a physician, a University of Maryland man 
[ had one uncle and three cousins, all of whom were University ol 
Maryland or Johns Hopkins physicians. I was raised in a medical 
atmosphere. Whenever an individual in Baltimore, my home city, 
who has sufficient funds to go where he pleases, becomes ill, he does 
not go to Johns Hopkins or the University of Maryland Hospital 
He goes to the Union Memorial Hospital, which is not under the 
control of any medical school. He goes in there as a private patient 
of his own physician. If consultation is required in his case, if 
special surgery or something of that kind is required, then his private 
physician calls in the man that he thinks is best equipped to handk 
his case. 

Of course, I never enjoyed an income that would enable me to go 
where I pleased, but in the two or three times that members of m) 
own family have been ill, they have always gone to the hospital which 
is not attached toe ig .r Johns Hopkins or the University of Maryland 
So I do not think it is absolutely essential, by any means, to hav: 
hospitals connected w a medical schools to give adequate hospitaliza- 
tion. For instance, let’s take Tuscaloosa Hospital in Alabama. If a 
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citizen of Tuscaloosa became mentally ill, we will say, and was not a 
veteran, he would call in the best psychiatrist in that immediate 
community or in the nearby city which had a psychiatrist. If a 
veteran became ill and went to the Tuscaloosa Hospit: al, as he would, 
that is, prior to the Bradley regime, we had on the staff of the Tus- 
caloosa Hospital the outstanding psychiatrists and all other specialists 
in that general community. 

[ attended a meeting in Dr. Magnuson’s office about a year and a 
half ago, and present were the representatives of the American 
Legion, the Disabled American Veterans, the AMVETS, and the 
Spanish War Veterans. And at that time, Dr. Magnuson was very, 
very critical of the Veterans’ Administration having built psychiatric 
hospitals outside of the cities, out in the country. He was also very 
critical of our building tuberculosis hospitals in outside communities, 
and he said that was a very foolish thing and that he intended to have 
all hospitals adjacent to medical schools, and that he would put in 
those hospitals all types of patients whether general medical and sur- 
gical, tuberculosis, or psychiatric. I said, “Doctor, I don’t know 
whether you have ever looked this matter up or not, but there are 
many men on your staff here who could inform you that we didn’t 
just build those hospitals out in the country because we liked the 
view, or something. In the case of tuberculosis hospitals, the Ameri- 
can TB Association said that all hospitals must be built outside, away 
from smoke and contamination of the air, and so forth; and the 
Psychiatric Association was responsible for our building the NP 
hospitals outside. And further, the Psychiatrjic Association, the 
American Psychiatric Association, was very nsistent that only 
psyc ‘hiatric cases be housed in a psychiatric hospital.’ 

“Well,” he said, “that day is over, and the thing has changed.”’ 

l said, “All right. That is the point I want to bring out. Now, 
if we are going to have to rebuild the entire Veterans’ Ac cn eg ee 
hospital set-up every time there is a change of medical thinking, ther 
the Lord help the American taxpayer. Because,’ I said, ‘‘vou are 
not immortal and you won’t be in that position forever, and suppose 
the next man comes along and wants to build them somewhere else. 
Are we cone Lo have to build an entirely hew series of hospitals 
all over this country?” [ said, ** We got the best medical advice there 
was,” 

And, incidentally, every Veterans’ Administration hospital from 
the time we went into the business until the time I left there, or 
until Hawley took over, was investigated every vear, inspected, and 
approved by the American College of Surgeons, every one of them. 

And so, in criticizing the location, and so forth, and the personne! 
of the hospitals, they were not criticizing General Hines or Dr. 
Griffith or me. They were criticizing their own profession. 

Senator Humpnrey. | think it is fair to say that the whole concept 
of treatment has changed a great deal. I mean, tuberculosis hos- 
pitals have been located in my State, and we have a number of 
tube ‘reulosis hospitals set away off in the pine trees there, because it 
is clean and quiet, and all of that. Yet from what I understand, 
and I surely have no professional interest in this at all, the new 
treatment for tuberculosis is not necessarily seclusion. It is isola- 
tion within a general hospital, with a tuberculosis section or ward or 
area; because the same person that needs the type of care and rest 
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and diet for tuberculosis treatment may need surgery and may need 
other aspects of medical care. I mean, that has changed. It is 
just like this whole business of surgery itself. 

I recall personally that only 6 years ago I had an appendectomy, 
and I was flat on my back for 18 days. Three months ago I had a 
double hernia operation, and I was out of bed 6 hours after the opera- 
tion, and I was washing and shaving myself the next day and was at 
my job in 10 days in the city of Minneapolis doing my work. It is 
amazing. 

Colonel Isams. That is true, and that was forced on the profession. 
I think they ran into that during World War II. 

Senator Humpurey. However, it was practiced some places by 
others. I have talked this over with Dr. Owenstein, one of the 
greatest surgeons in this country, and one of the outstanding men in 
abdominal surgery, and he said that this principle has been employed 
in many places. But you are right about World War II having sent 
them in that direction. 

Colonel Isams. Senator, I can conclude this very quickly now. 
The Veterans of Foreign Wars, of course, like all other veteran 
organizations and like all Members of Congress, are sincerely inter- 
ested in seeing that the veterans of our country get the best possible 
care that can be given them. 

We believe that good care and very adequate care was given prior 
to World War II by the Veterans’ Administration. We believe that 
a great many improvements have been made in the Veterans’ Admin- 
istration hospitals since World War II because of the advancement of 
medical science. And we don’t want to do anything that will retard 
that constant improvement of medical care. But we do feel that 
Admiral Boone, who has just gone in as the Chief Medical Director, 
is a man of outstanding ability in the medical field, and that he will 
perhaps be a little more sympathetic in his approach to this problem, 
having served intimately with the troops in two wars, than Dr. 
Magnuson has been. I don’t want to say anything against Dr. 
Magnuson. I have found one or two instances when | have person- 
ally contacted him that he has been poorly informed on certain things 
that he commented on. However, I think that the main trouble that 
occurred there was his desire to create an organization which would 
be all inclusive in a separate bureau. And the thing that we are 
worried about, on a plan like that, is the fact that that would play 
into the hands of the Hoover task force group and would make it 
very, very simple to pick up the hospitals, the construction, the sup- 
ply, and everything else, and move it over into an agency outside of 
the jurisdiction of the Veterans’ Administrator, and then consolidate 
these other hospitals, and the Hoover report would be a fait accompli. 
That is the thing that we are worried about. 

Well, that is about all that I have to say, Senator. 

Senator HumpHrey. Any questions, Senator? 

Senator Hitt. No. I appreciate this testimony. 

Senator Humpurey. You mentioned the Hoover task force report. 
We discussed this about a year ago in the full committee. And I 
have had this opinion expressed to me, and it is in some of our testi- 
mony: That if there was any kind of breakdown at all in the veterans 
hospital care and medical service, that in itself would be an extra 
incentive to get this united medical administration; and the counter- 
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part of that is that if the medical service in the Veterans’ Adminis- 
tration is continuously improved, if its quality is improved as well as 
its over-all administraton, that in itself is the best argument against 
having a united medic al administration that takes the veterans 
medicine and puts it over into a united medical agency. 

Colonel Isams. Senator, the Hoover task force group also recom- 
mended that the insurance activity of the Veterans’ Administration 
be organized as a separate entity, as a government corporation, with 
its own personnel, its own supply, its own medical, its own everything. 
We oppose that very strenuously for two reasons. In the first place, 
you would duplicate certain activities that now exist. For instance, 
the Finance Department down there serves all phases of the Veterans’ 
Administration, medical, insurance, claims, and everything else. And 
wherever you create separate entities consisting of every phase of a 
well-rounded organization, you are going to spend more money. 

Our second objection and principal one was that if we set the insur- 
ance activity up in that way, any one could come along and pick it 
up and put it right over in Social Security or some other place, and we 
know that there are people in the Government who for years have 
advocated that very thing, that insurance be taken away from the 
Veterans’ Administration. That is why we were afraid as to setting 
up this medical organization. Frankly, I cannot see why a doctor 
wants to have charge of construction. He is certainly not suited. 
You know, a doctor resents any nonmedical man suggesting anything 
about medicine, and with good reason, but I can’t see how the study 
of medicine makes a doctor a good engineer. And certainly you need 
good engineers to handle construction. I don’t believe that that would 
ever work. 1 think it would be the most cumbersome thing. 

As a matter of fact, you gentlemen may not know it, but I checked 
up the other day to make sure of this statement. The highest cost of 
any hospital that I ever approved while I was in the Veterans’ Admin- 
istration was $7,800 per bed, and that was in Reno, Nev., the most 
expensive place in America to build. And it was a very small hospital, 
and we had to have a heating plant and all sorts of things that ran 
that cost way up. According to the Hoover task force report, the 
cheapest hospital erected after I left the Veterans’ Administration 5 
vears ago cost $21,000 a bed. Now, there is food for thought. Some- 
thing was wrong. Something has been radically wrong. And the 
reason we are interested in those things, Senator: The legitimate cost 
of veterans’ care is terrific. If you add any waste of administration 
to the legitims ate cost, you are going to invite the Ke onomy Act sooner 
than it would come otherwise. ‘That is why we were the first organiza- 
tion to recommend that the branch offices be abolished. 

After that recommendation went in, the House Veterans’ Committee 
sent a group of members around the country and they came back and 
they concurred in everything that we had recommended. We have, 
ever since I have been with the Veterans of Foreign Wars, tried to 
suggest means of saving on the administrative overhead of the Veter- 
ans’ Administration without curtailing service, because we have 
wanted to avoid if possible another Economy Act. 

Back in 1933, when the first Economy Act took place, the cost of 
veterans’ care was only about four or five hundred thousand dollars a 
year. Taxes were only a small percentage of what they are today, 

Senator Hitu. The national debt was somewhat different. 
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Colonel Iyams. Now, today, we have a cost of $5, $6, or $7 billion 
a vear for veterans care. So we have attempted to constructively 
criticize things with the various administrators, in the hope of reducing 
the administrative overhead so as to make the cost of veterans care 
the actual legitimate cost under the laws enacted by Congress. 

| don’t believe there is going to be any letdown in the type of me “li- 
cine which will be practiced under Admiral Boone. I haven’t seen the 
admiral in a good many years. I knew him when he was over at the 
White House, and I have a very high regard for him. I think he is a 
good medical executive. And we would have been perfectly satisfied 
had General Hines appointed Dr. Freer. I don’t know whether you 
have met him or not, but he is one of the men who came in at the time 
General Hawley came in, and he is a very understanding, intelligent, 
fine fellow, and most cooperative. That is all we ask, someone who 
will cooperate with us and try to get the job done, and give these boys 
the best possible service. But there is a question in our mind as to 
whether the best service is coming out of this close association with 
the medical colleges. 

Senator Humpurey. I want to ask this, Colonel Ijams: General 
Gray, the Administrator of the Veterans’ Administration, has stated 
before this committee and has made it as a matter of public record 
before the meeting of the representatives of the American Colleges of 
Medicine out at Chicago in the month of February, that he intended 
to continue the program as it now is, and that if there was any change 
it would be a change for improvement and not for retrogression, that 
he intended to continue the arrangement with the dean’s committees. 
In fact, he did meet with the representative of the dean’s committees, 
and he praised the hi: gh quality of medical service. What comment 
would you wish to make on General Gray’s affirmation there and his 
statement? 

Colonel Isams. Well, our position is publicly stated in this Resolu- 
tion 272, which I have put in the record. 

We have found this, Senator. And I hate to bring these things in, 
but I think there is a great deal of misunderstanding up here on the 
Hill and also on the part of a Gray. You will remember that 
General Gray spent the first vear down there ravenne around, and 
he hasn’t dug into too many of the problems there. For instance, | 
recall about a vear and a half ago colton a telephone call one day 
There was a World War I veteran suffering from pneumonia, and hy 
was in very bad condition. On the advice of his doctor, they called 
the hospital and said, ‘“‘We are sending this man right out. He is 
very ill.” There was a young boy, an officer of the day, who was 
studving to be a specialist under this training program, and he met the 
ambulance. He did not examine the man. He said, ‘Here, now 
We can’t take that old fellow in here. You will have to take him 
somewhere else. Now, what we desperately need is some hernia cases 
We want to get some training on operating on hernias. Go out and 
vet some hernias and bring them in.” 

Now, are these hospitals built for the care of veterans, or are the, 
uilt solely as medical tre aining schools where the doctors themselves 
will determine the type of case that they want admitted? We contend 
that the ill veteran must bs cared for in that hospital, no matter what 
he is suffering from. 


} 
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We have had another case out on the west coast. I think it was in 
Senator Morse’s State, incidentally. It was a case of a veteran who 
had a service-connected heart condition. He had had many heart 
attacks. He was living in a boarding house. And he felt this attack 
coming on. He called the woman who ran the boarding house and 
said, “I am going into a heart attack. I wish you would send the 
hospital word right away and ask them to send an ambulance to get 
me.’ She called, and they said, “We can’t send any ambulance.” 
Well, the poor fellow had to sit up in a chair all night with no help. 
A friend came in and sat there with him. The next morning this 
friend said, ‘‘Well, you just can’t sit here and die. I am going to take 

vou down to the regional office.” So he picked him up and carried 
him to his car and took him to the regional office. The minute he got 
there, the man at the regional office said, ‘ ‘My God, this man has 
vot to be in a hospital.” 

They took him to a hospital. He had to sit there 3 hours before 
he could be put into a bed. It would seem that they could have 
put a cot up in the hall for him, but that was not done. 

His case was so interesting however, in this teaching hospital, 
that they took him into the auditorium each morning, and they had 
10 or 12 young boys studying to become specialists, and they would 
bring these boys in and say, ‘Now, here is a patient You go over 
and tell me what is wrong With him.” They would thump him and 
poke him and go over him with a ste thoscope, and, of course, they 
soon recognized it was a heart condition as soon as they used the 
stethoscope. But this fellow died a short time after that. And just 
before he died, he said, “Il am leaving this hospital, against medical 
advice, because | cannot stand this constant punching and poking 
that these voung doctors are doing to me. If I stay here, 1 will die.” 
Well, he got out, and he died. 

Senator Humpurey. Do you think that is a general pattern, 
Colonel? 

Colonel Iyams. | hope hot. 

Senator Humpurey. Every time Mrs. Humphrey and | go home, 
we go out to Fort Snelling hospital. I have met the staff, have gone 
from bed to bed. I have two or three close friends out there in that 
hospital. And I must say that I do not know who the doctors are 
that are giving the care, or the number of doctors permanently 
attached to the hospital but I remember personally being there just 
before Christmas and I was told by everyone that they were just 
getting the best care and were so pleased and happy with it. Many 
of them had come from private hospitals to the veterans. They had 
just run out of money in, the private hospital and they came out 
finally as not service-connected, under that provision of the law. 

Colonel Isams. Well, Senator, I will tell vou one reason why you 
have had excellent care out there at Snelling. It is because Dr. 
Rose was the commanding officer out there. 

Senator Humpurey. He is a great hospital manager. 

Colonel Isams. He is a wonderful hospital man. They have 
brought him down here now. 

Senator Humpurey. We were sorry to lose him. 

Senator Hitt. What is he going to do here? 

Colonel Ijams. He is on the staff, Senator. 
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Now, I went through Snelling 2 years ago, and the only criticism 
I could make is that it was terribly overcrowded. 

Senator Humpurey. That is right. 

Colonel Isams. Senator, that is all I have. 

Senator HumpHrey. We appreciate it, Colonel. We are very 
grateful to you for your advice and counsel. 

Colonel Isams. I am glad to have the opportunity to see you again. 

Mr. Rerpy. I think you might want the record to show, Senator, 
that your subcommittee, in addition to the Veterans of Foreign Wars, 
invited the American Legion, the American Veterans of World War 
II, and the Disabled American Veterans to testify. They expressed 
keen interest and said they would submit written statements. 

Senator Humpurey. And we will keep the record open to receive 
the written statements of the organizations which have been men- 
tioned and of others that may wish to present written statements. 

(The material referred to follows: ) 


ResouuTion No. 272 
ELIMINATE DEANS’ COMMITTEES 


Whereas, by reason of their long experience in the Armed Forces and the 
Veterans’ Administration, the medical officers employed by the Veterans’ Adminis- 
tration have a very sympathetic understanding of the veterans’ problems; and 

Whereas the various members of the many deans’ committees, by reason of 
their lack of such experience are not especially affected by such sympathetic 
understanding; and 

Whereas the employment of deans’ committees to direct medical treatment and 
medical personnel in teaching hospitals has resulted in increased cost for such 
treatment; and 

Whereas officials of the Veterans’ Administration have held that it is good medi- 
cal practice to use veteran patients in teaching hospitals as exhibits for the pur- 
pose of demonstrating diagnostic and treatment principles; and 

Whereas it is the intent of the Congress of the United States that veterans 
should receive the highest type of medical treatment available: Now, therefore, 
be it 

Resolved by the Fifty-first Annual Encampment of the Veterans of Foreign Wars 
of the United States, That we urgently request that every effort be put forth to the 
end that teaching hospitals in the Veterans’ Administration be eliminated with 
the elimination of deans’ committees and that all treatment be administered by 
full time Veterans’ Administration employees under the direction and control of 
the Director of Veterans’ Affairs, except in such special cases as may require the 
use of consulting specialists. 

Submitted by the Department of Oregon. 

To Committee on rehabilitation and welfare service, VF W. 

Mr. Rerpy. The record should also show that Senator Morse and 
Senator Douglas, who have attended these hearings in the past, were 
unable to attend today, because Senator Morse is serving on the 
Armed Services Committee, which is meeting, and Senator Douglas 
is taking part in the RFC investigation, and that committee is meeting 
at the same time. 

(Whereupon, at 12:17 p. m., the subcommittee recessed subject to 
the call of the Chair.) 





VETERANS’ ADMINISTRATION POLICY CONCERNING 
MEDICAL CARE FOR VETERANS 


THURSDAY, MARCH 8, 1951 


SpeciaAL SuscomMMiTTeEE To INVESTIGATE 
VETERANS’ ADMINISTRATION Po.ticres WitTH 
Respect To HospiraL ADMINISTRATION OF THE 
CoMMITTEE ON LABOR AND PusBLic WELFARE, 
UniTEeD STATES SENATE, 
Washington, D. C. 

The subcommittee met at 10 a. m., pursuant to call, in room 155, 
Senate Office Building, Senator Hubert H. Humphrey, chairman of 
the subcommittee, presiding. 

Present: Senators Humphrey (presiding), Hill, and Lehman. 

Also present: William G. Reidy, professional staff member. 

Senator Humpurey. The subcommittee will be in order. 

We will proceed with the testimony of Dr. Harold S. Diehl, dean 
of the Medical School, University of Minnesota. 

Before we begin, I should like the record to show that Senator 
Douglas, Senator Morse, and Senator Hill, who have attended our 
earlier meetings and who are profoundly interested in this subject, 
have been required to attend other committee meetings this morning, 
committee meetings of great importance. Senator Douglas, as you 
know, is very actively engaged in the Reconstruction Finance Cor- 
poration investigation, Senator Morse is on the Armed Services 
Committee, and Senator Hill is meeting as a member of the Subcom- 
mittee on Appropriations, and all of these are very important meetings. 
However, at least Senator Hill will be with us, I am sure, before the 
testimony is completed. 

May I also say, as the chairman of this subcommittee, that the 
express purpose of this subcommittee investigation is to ascertain 
means and methods of improving medical care for our veterans in 
the veterans hospitals under the jurisdiction of the Veterans’ Admin- 
istration. We are not particularly interested in any personality 
conflicts. We are interested in finding means of improving adminis- 
tration, if such means are available and if the administration needs 
improvement. 

Likewise, we are interested in the observations of those closely 
identified with the medical program of the VA, as to the quality of 
medical care presently given, the quality prior to World War I], and 
we are interested in what administrative devices have been used in 
the past or at the present to improve administration of the medical 
program, and any recommendations that anyone may feel free to 
give as to further improvement. 

Dr. Diehl, I am very grateful that you would take the time to 
come before us. I hope you will forgive me, as chairman of the sub- 
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committee, for occasionally referring to you as my oracle of truth 
and my standard in this investigation. 
So, without any further ado, I will turn it over to you. 


STATEMENT OF DR. HAROLD S. DIEHL, DEAN OF THE MEDICAL 
SCIENCES OF THE UNIVERSITY OF MINNESOTA, AND CHAIR- 
MAN, DEANS’ COMMITTEE FOR THE MINNEAPOLIS VETERANS’ 
HOSPITAL 


Dr. Dient. Thank you, Senator Humphrey. 

I have, in accordance with your suggestion, prepared a statement 

Senator Humpurey. | wish you would read your statement, and i! 
we feel it necessary to interrupt, we will interrogate you as we go 
along. 

Dr. Disnx. I hope you will. 

[am Harold S. Diehl, dean of the medical sciences of the Univer- 
sity of Minnesota, and chairman of the deans committee for thi 
Minneapolis Veterans’ Hospital. 

[ appreciate the invitation to appear before your committee, for | 
am very deeply interested in the medical program which has been 
developed within the Veterans’ Administration since the end of World 
War Il. In fact, the Minneapolis Veterans’ Hospital was one of the 
pioneers, or we might say experimental or pilot plants, in this program 
None of us who knew the old Veterans’ Administration medical service 
would have believed that a medical program of such quality in the 
Veterans’ Administration was even a re Re possibility. 

You, of course, are familiar with this, but I would like to emphasize 
that this was possible only because the deans committees of the 
affiliating medical schools were given essentially a free hand to develop 
the program. I well remember when Dr. Magnuson came to see us in 
the fall of 1945 and said that General Hawley wanted the Universit, 
of Minnesota Medical School to assume complete responsibility for the 
medical service at the Minneapolis Veterans’ Hospital. I asked, 
“Under what conditions?” Dr. Magnuson replied, ‘‘Under whateve r 
conditions you feel are necessary to make the Minneapolis 7 eterans’ 
Hospital as good a hospital as your own university hospital.’ 

| could hardly believe my ears, because several years earlier we had 
tried to get authorization in Washington for just a little coopel ration 
between our medical school and the Minneapolis Veterans’ Hospital, 
but the proposal had been turned down cold. So I said to Dr. Mag- 
nuson, ‘What vou are suggesting just cannot be done. The Veterans’ 
Administration regulations will not permit it.”’ 

Dr. Magnuson answered that General Bradley and General Hawley 
were determined that the veterans shall have the best medical care 
that American medicine can give them; and that the function of the 
administrators in the Veterans’ Administration from now on shall be 
to make such care possible; and that if the rules and regulations needed 
to be changed to accomplish this, they would be changed; and if there 
were any administrators that needed to be removed, they would be 
removed. 

That, gentlemen, is the spirit which made this program possible. 
And do not think that it did not require effort and patience to get the 
program operating. 
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Senator Humpurey. May'l interrupt there? Were you familiar 
with the Veterans’ Administration medical program prior to the year 
1945? In other words, did you have any contact with the VA hos- 
pital, either through medical staffs or through veterans’ organizations 
or the hospital itself, that would give you any knowledge of the caliber 
of medical care and the type of program being offered at the Fort 
Snelling Veterans’ Hospital? 

Dr. Dieu. Personally, I had very little contact with it, but the 
opinion concerning the quality of medical care among the medical 
profession was that it was definitely not first class, and it was not the 
type of hospital program in which we would have wanted members of 
our own family to have been cared for. 

I think it was back in 1944, some members of the medical staff, in 
fact, the chief of professional services of the Minneapolis Veterans’ 
Hospital, came to talk with us about some possibility of a relationship 
on a very minor basis between the veterans’ hospital and our medical 
school which would permit certain members of their staff to attend 
conferences at the university. We told them that they were welcome. 
At the time, they were not permitted to do so. If a physician from 
the Minneapolis Veterans Hospital wished to attend a conference at 
the university, a medical conference, he had to ask the administrator 
of the hospital, a lay administrator, whether he could do that; and if 
he did do it, he was told that that would be taken off his vacation. 
Usually he was denied completely the privilege of doing it; but if he did 
attend any medical conferences at the university, which tended to 
improve him professionally, it was taken off his vacation. 

The suggestion that was made at that time was that certain of the 
residents in Minneapolis from our university hospital might go to the 
veterans’ hospital for short periods of time, and this request came from 
the veterans’ hospital people because they felt it would improve the 
service. And we formulated that as a proposal, and I brought it to 
Washington, to the Chief of the Medical Services, Dr. Griffith, and he 
transmitted it to General Hines. And they said, “Well, the regula- 
tions won’t permit it.”’ 

So we had no direct contact. We did know, however, of the pro- 
gram, from physicians who were working on the staff, and we cer- 
tainly did not have a good opinion of it. Nobody in medicine had a 
cood opinion of the medical program as it was operating at that time. 

That is why I say that we felt that the suggestions that were made 
were unrealistic; that a change could not be made. But it was made, 
and it was possible only because General Bradley and General Hawley 
said the rule books would be thrown out the window, and we would 
take a new start. 

As I said, during the first’ year of the program, T spent almost a 
much time on the veterans’ hospital program as | did in my university 
responsibilities. We made almost a complete change of medical, 
nursing, and technical staffs in that hospital. two managers were 
removed before we got one that really tried to get things done and suc- 
ceeded reasonably well, instead of looking at the book of regulations 
and telling us why this or that could not be done. 

At the beginning of this program, we could not get a single physician 
of the quality that we wanted for chiefs of service at the veterans 
hospital, to accept Veterans’ Administration appointments on a full- 
time basis. So we brought these men infor took men from our own 
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medical school staff and gave them medical school appointments. We 
paid part of their salary out of university funds, and appointed them 
as consultants to the veterans hospital, even though they spent essen- 
tially full time at the veterans hospital. 

Gradually that situation changed, until we now have 23 full-time 
staff members at the Minneapolis Veterans Hospital who hold ranks 
of instructor, assistant professor, associate professor, or full professor 
in the university’s medical school. These full-time men, together with 
the part-time consultants, attending physicians and residents, con- 
stitute a staff that would be a credit to any hospital in this country, 
and one that is providing the sort of medical care that we would want 
for members of our own families. 

Why, then, are we concerned? General Gray says, and I do at 
question his sincerity, that he wants the highest quality of medical 
care for veterans, and that he insists on the continuation of the present 
program. The trouble is that over the past couple of years, it has 
become increasingly difficult to get many things done which, in the 
judgment of the staff, are important to the program. More and more, 
matters must be referred to Washington, frequently with extensive 
correspondence, prolonged delays, and all too frequently with final 
decisions made on the basis of the average Veterans’ Administration 
hospital without regard to the local situation. And, although the 
appropriations for the Veterans’ Administration are, as we understand 
them, made on an annual basis, local hospitals receive from time to 
time telegraphic demands to make immediate and drastic cuts in 
personnel. 

Every responsible administrator realizes that there must be bud- 
getary controls and general administrative policies. However, the 
way that these are being applied in the Medical Department of the 
Veterans’ Administration is engendering feelings of uncertainty and 
frustration in our medical staffs. General Gray insists that this is 
unjustified, but it is nonetheless present. And those of us who are 
responsible for these programs are becoming deeply concerned as to 
whether we can hold the staffs which had made this program what 
it is today. Physicians with the qualifications that we are talking 
about have many opportunities to accept positions which are finan- 
cially more remunerative than positions with the Veterans’ Admin- 
istration. And they will stay on in their present positions only if 
they have confidence that the Veterans’ Administration will provide 
stable and continuing opportunities to do professionally challenging 
and satisfying work. 

Dean Hinsey, of Cornell, and Dean Wood, of Emory University 
Medical Schools, have presented to you a statement which sets forth 
the feeling and the combined judgme nt of some 50 medical schools 
on this situation. I participated in the preparation of that statement 
and concur completely and fully with it. 

General Gray assured me very recently, as he doubtless has assured 
you, that there is no justification for our concern, and that the present 
program has and always will have his complete support. Accepting 
that as true, there obviously are administrative or ope re ating difficulties 
somewhere between General Gray’s office and the periphery of the 
organization where the medical service is being rendered. We hope 
sincerely that this investigation will discover why these difficulties 
arise, and will eliminate them for all time. 
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In the hope that it may be helpful to your committee in under- 
standing the current diffic ulties which are disturbing us, and in taking 
appropriate action to correct them, I have obtained from the chiefs 
of our services at the Minneapolis Veterans’ Hospital a statement on 
some of the problems, as we see them, at the level of hospital oper- 
ations. Ihave a copy, and will leave it with you, and hope that it will 
be useful. 

In closing, I would like to say that those of us who have worked 
long and hard to build up this program are most anxious that it shall 
continue on a basis that will assure our veterans the best care that 
modern progressive medicine can provide for them. 

Would you like me to read this statement of some of the operating 
difficulties? 

Senator Humenrey. | think it would be helpful. Why not proceed 
to read the statement as much as you wish, and the balance, or any 
part of it that you would like to have incorporated in the record as if 
it were given as testimony, will be included. Why do you not proceed 
on that? I would be interested in hearing it, because we have had 
some evidences before of practical operating problems, and the more 
of those that we get gives us a chance to sharpen up what the difficulty 
is, and make appropriate recommendations. 

Dr. Dirut. These are just some examples of some of the adminis- 
trative and operational difficulties experienced at the Minneapolis 
Veterans’ Hospital. 

In preparing this material, however, it has been our desire to avoid 
citation of any difficulties which arise as a result of any local ad- 
ministration, but rather, to cite those which have local implications 
as a result of policies and regulations arising from the central office. 
These should be applicable, therefore, to all hospitals in the Veterans’ 
Administration. 

The inherent difficulties arise, in our judgment, from the basic 
organization of the Veterans’ Administration itself, and the principles 
and philosophies that have evolved as a result of this. The citation 
of incidents to support our position will highlight some situations 
which can be corrected only by the Admimistrator. Such authority 
on his part over any program indicates that the program is directly 
controlled by him. Further, this type of control over the medic ral 
program clearly indicates that the Administrator has not delegated 
real authority and responsibility to the Chief Medical Director for the 
direction of the medical program. 

It is this feeling that the Administrator can at any time put into 
motion actions which can obstruct, circumvent, or change the basic 
medical program as it has evolved since 1945, that has led to the 
feeling of insecurity and frustration among the professional person- 
nel. It is the summation of many things, none, perhaps, in them- 
selves of major importance, but all arising in opposition to medical 
control of its own program, that has contributed to the lack of con- 
fidence in the security of the program, and a consequent stalemate 
in the recruitment of qualified professional personnel for the program. 

Some of the residents who have completed training at the Minne- 
apolis Veterans’ Hospital, I am advised, were favorably inclined to 
taking full-time positions, but as a result of this current lack of 
confidence in the program, they have failed to do so. 
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The philosophy of lay inanagement of Veterans’ Administratioy 
medical facilities is a most demoralizing and damaging concept to 
the program. Good medical care can be achieved only if the persons 
in the important administrative positions in hospitals are trained in 
medicine or medical administration, and are imbued with the tradi 
tions of medicine and the best medical] practice. The proof of thi: 
lies in the character of the Veterans’ Administration hospitals prior 
to the appointment of General Haw lev and General Bradley, whe: 
doctors as managers were a rarity. There have been many indics- 
tions of a trend toward the reintroduction of lay personnel in these 
positions. Within the past year there have been three appoint- 
ments from the Veterans’ Administration center at Fort Snelling to 
hospital managerships. None of these individuals are physicians and 
all have spent their time in Veterans’ Administration administrative 
fields such as insurance, claims. personnel, and have been assigned 
(o managerships without experience or indoctrination in hospital 
management or medical care. It should be remembered that the 
manager of a Veterans’ Administration hospital—and that is con- 
trary to what exists in certain civilian hospitals—has complete re- 
sponsibility for all activities in the hospital, including medical care 
\s a result, the manager’s philosophy regarding medical care is 
bound to influence the medical activities in the hospital. He may 
be convinced that the first duty of a hospital is to provide good food 
and recreation, and that medical care is secondary. Or, he may fee! 
that medical teaching and research are superfluous in a hospital. If 
such philosophies prevail, the standards of medical care invariably 
decline. 

The following are examples, with comment. relating to difficulties 
of operation and obstruction we have experienced to the medical 
program, 

Kirst, as to budget and personnel: 

The manager has no authority to effect transfer of funds from one 
budget category to another within the hospital budget, in order to 
cover budget shortage in one category from surplus in another 
Budget estimates are made to cover expenditures at least three months 
in advance, and unforeseen or emergency demands cannot be met @X- 
cept by the involved procedure of asking for additional Central Offico 
allotment, even though excess funds in other categories are available 
within the hospital budget, and must be returned at the end of the 
budgetary period. 

The restrictions on budget have their corollary in personnel ceiling 
restrictions. Personnel ceilings are set by the Central Office. and the 
manager is without authority to effect any changes in position ceilings 
imposed by the Central Office, even though the needs of the hospital 
will be met and increased efficiency result. Thus. although additional 
nurses are desperately needed, it is not possible to reduce personne! 
holding positions as guards; nor is it possible to use ceiling positions 
which are unfilled and not intended to be filled from one department 
such as construction, for use in another department in which there 
happens to be a current need, such as laboratories. attendant per- 
sonnel, or nurses. 

The budget for attending physicians and consultant physicians 
has been more and more restricted in the past 2 vears, with thy 
allotted funds never meeting the requests. This results in consta! 
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reshuffling of allotted funds in order to meet payment for services 
rendered and to assure payment for the remaining period of the budget 
allotment. It has been necessary to reduce the number of visits for 
such personnel markedly, often from six visits per month to one, and 
similar percentages, with the result that many of the attending 
physicians and consultants have become discouraged and have lost 
interest in the program, and the reduction of visits of others has 
seriously hampered the teaching program and patient care. A re- 
view of the program at this hospital by the American Medical Asso- 
ciation Council on Medical Education and Hospitals recently, has 
indicated that several of our residency programs, including partic ularly 
anaesthesiology, will probably not get their approval for Board train- 
ing due to the lack of sufficient teaching coverage by consultants. 
Such lack of coverage is definitely related to budgetary restrictions 
on funds for this portion of the hospital program. 

Each year since 1946, some sort of “personnel freeze’ or other 
device, including the recent “reduction in force’ directive, has been 
instituted arbitrarily and without warning by Central Office. Usually 
this course occurs in the months from January to March, and this has 
resulted invariably in serious disruption of service to veterans, de- 
terioration of morale of all emplovees, and complete upset of all 
planning for stable operations in the future. We do not know enough 
about the handling of budgetary problems by Government agencies to 
know whether the fault here lies with the Veterans’ Administration or 
with the Bureau of the Budget. The problem, however, we are certain 
should be investigated. 

Senator Humpurey. May I suggest that there is a possibility that 
some of the fault might lie with another agency of the Government, 
not only the Veterans’ Administration and not only the Bureau of the 
Budget, but also maybe in the Congress. I am trying to be charitable 
about this, because I recall that the first bill that I voted upon as a new 
Senator, the very first bill was a deficiency appropriation for the 
Veterans’ Administration, of some $580 nillion; and it was a deficiency 
appropriation, and my immediate reaction was that somebody ought to 
be a better guesser than that, to miss by $600 million in a year. That 
is not a miss; that is just aiming wildly and not even having a target 

Each year we have had the same problem, around the month of 
March, of these projected cut-offs or cut-backs in employment, par- 
ticularly in the medical service. ‘This is rounded out by pointing up 
how much of the budget of the VA goes for medical service and 
education, as compared to insurance and compensation. I am not 
exactly sure what those figures are, but it appears to me that the 
education and medical is not over 20 percent, and [| think it is between 
15 and 20 percent of the total budget and about 80 to 85 percent of the 
total budget is for compensation and insurance. 

So when you start to make an economy cut in the Veterans’ Admin- 
istration, you cut in the medical service field and hospital and educa- 
tion field, because the compensation allowances are established by 
statutory law and you cannot cut those unless you change the basic law: 

That is just sheer computation, and you find out how many people 
have 10 percent disability, and 20 percent, and 30 percent, and 40 per- 
cent, and 50 percent, and so on, and there is a schedule of rates estab- 
lished by law, and all you have got to do is multiply the numbers as to 
the compensation allowance for a particular type of disability. 
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But when it comes over to the medical program, or the educational! 
program, there you have some leeway, and you can start your economy 
move over on the short end of the stick or the short end of the budget 
of the VA. 

I personally feel that this is a very, very bad practice, and I hope 
that this subcommittee will make a very firm recommendation a 
the budget, particularly as it pertains to a unit such as a hospital, and 
the entire medical program. I think that your point is very valid, 
Dr. Diehl, that you cannot have any morale in staff and you cannot 
have this program work as it ought to, if you have this continuous 
upset as to budget. 

Dr. Diehl, may I present Senator Lehman, who has just come in 
the room, and the other doctors here. 

Dr. Diehl has been giving us some of the observations of the general 
staff. This happens to be the Fort Snelling General Hospital, and 
Dr. Diehl is chairman of the deans’ committee there; and his staff 
has prepared selected instances of what they consider to be difficulties 
in administration for sound medical programs. ‘This is the sort of 
testimony that produces the case-by-case examples. 

Dr. Diruy. Senator Humphrey, on this point that you are speaking 
about, this budgetary difficulty toward the last half of the year, 
it seems to occur repeatedly, in which the hospital receives instruc- 
tions that there is not enough money to maintain the program that 
has been set up, and so we are going to have to get telegraphic requests 
within 24 or 48 hours to tell how you can cut your medical program 
25 or 30 or 40 percent, or whatever it might be. We cannot under- 
stand why that is necessary. We operate our university hospital on 

in annual budget, and we get an appropriation from the legislature, 
mt we have a certain budget to operate on and we budget that for 
the year. And we cannot understand why that should not be possible 
within the Veterans’ Administration. Congress gives them appro- 
priations for operation of their hospitals, and it seems to me that they 
ought to know how much money they have in a year, and they ought 
to be able to budget that over the year and not come up year after 
year with these apparent deficits, unforeseen, which result in these 
demands for cuts in personnel, that are a handicap to the service and 
demoralizing to the program. 

Senator Humpurey. I have never been able to understand, for 
one, why you could not operate a Veterans’ Administration hospital 
program on the same basis that you would any other hospital, on an 
annual budget. 

Dr. Dimut. Maybe in the Federal budget it is customary to operate 
on deficits and ask for deficit appropriations, but it isn’t our State 
program. We operate for the year on what the legislature gives us. 

Senator Humpurey. | have always had an idea about this which 
perhaps I could not verify, but there is such a hue and ery for economy 
which is a justified motivation and motive, that frequently I am sure 
that what happens in Congress is that when we make the annual 
appropriations, here is a place where you can save 400 or 600 million 
dollars for the purposes of that year, so it looks like this is a cut, 
vou see, and this is an economy move; only, of course, to come back 
the next year and have to have a deficiency appropriation, which 
means that it is no economy move at all, because just as surely as we 
are sitting around this table now, we will have another deficiency 
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appropriation for the Veterans’ Administration. We already had 
one. We had one in 1949, and one in 1950, and one in 1951. 

Dr. Dienu. To continue with comments on the budget: 

It has been suggested on many occasions that if a hospital manager 
could be given an annual budget with freedom to expend funds 
according to the local needs, many of our problems would disappear. 
Although everyone recognizes the difficulty of operating so complex 
a program as the hospital program is, by directives from Washington, 
it has always been argued that Congress would never approve any 
other system because of its responsibility for protecting the expend- 
itures of Government funds. It is our hope that the Congress will 
seriously consider the possibilities and the advantages of certain 
decentralization of authority to at least certain of the Veterans’ 
Administration hospitals. 

We would like to mention, in this connection, a recommendation 
of the Task Force Report on Federal Medical Services prepared for 
the Commission on Organization of the Executive Branch of the 
Government, in which it is stated: 

Mach hospital should have a single budget. The hospital director should 
prepare this, and upon obtaining approval of it should be responsible for the 
expenditure of it. 

We would like to point out, also, that the Congress and the Veter- 
ans’ Administration have experimented successfully with this idea of 
allowing nearly complete authority to expend funds in accordance 
with local planning. We refer to the general medical research pro- 
gram of the Veterans’ Administration. The research committee of 
each dean’s hospital is given an annual budget for supplies, equip- 
ment, and personnel, and there are no strings attached to it, and 
research has flourished. The freedom from arbitrary, remote con- 
trols, the flexibility of the program to allow our best doctors the 
opportunity to develop improved methods of treating disease, and the 
attraction which this program has offered to doctors who would not 
otherwise choose to take part in the Veterans’ Administration medical 
program, have proved conclusively the wisdom of allowing local 
determination of the expenditure of research funds. 

May we not all have faith that the principle of decentralization of 
control of budgets might also be extended to the program of direct 
care of the patient? Just how this can be done, we do not presume 
to say, but it does seem to involve at least delegation of full authority 
for hospital operations to the Chief Medical Director of the Veterans’ 
(dministration, so that he in turn can entrust a reasonable amount 
of authority to the managers of his deans’ committee hospitals. 

Now, as to construction: Until the branch office svstem was 
abolished, it was possible to have construction up to $1,000 locally 
authorized and administered. This allowed prompt completion of 
many small projects for more rapid and efficient utilization of space, 
personnel, and for more satisfactory patient care. All funds for con- 
struction must now be authorized through central office. 

Despite the fact that the construction program in the Veterans’ 
Administration is limited almost exclusively to the building and 
maintenance of hospitals and clinies, the Chief Medical Director has 
no authority over this program. This program is entirely within 
charge of the Assistant Administrator for Construction, Supply, and 
Real Estate, who holds equal rank with the Chief Medical Director 
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in the organizational pattern of the Veterans’ Administration, and he 
is responsible only to the Administrator. Many projects are held up 
in the Construction Office beyond all reason, despite the fact thai 
funds have been available for some time. The construction at th 
Minneapolis Veterans’ Hospital of an experimental surgery laboratory 
was delayed for 3 years, and we understand that this delay was 
primarily in the Construction Office, despite every effort by the 
Department of Medicine and Surgery to unfreeze these plans from 
Construction. 

Regulations provide that evemany type of buzzer-call system cannot 
be installed without central office authorization. When the blood 
bank refrigerator system was installed at the Minneapolis Hospita! 
it was impossib le, because of this regulation, to have the alarm buzzer 
svstem attached to the refrigerator to warn of temperature changes in 
the refrigerator, and before permission could be secured from centra| 
office to install this alarm system, a mechanical failure did result and 
approximately $1,600 worth of purchased blood was lost. 

Supplv: The Veterans’ Administration now has a Supply Depart- 
ment, which handles all procurement, including medical supplies 
The procurement of medications and drugs is not under the direction 
of the Department of Medicine and Surgery. Drugs and other 
medications are purchased on the basis of lowest cost to meet certain 
standards for ingredients or manufacture, but without attention to 
the therapeutic efficacy of the preparation or the efficient use of 
manufactured items. 

A supply of liver extract was received at this hospital, purchased 
on central office contract. This material met all the criteria set up 
for its preparation, except that it failed completely to be of any 
therapeutic value in the treatment of pernicious anemia, since it did 
not evoke any reticulocyte response. By central office supplv stand- 
ards this was a satisfac tory prepari ition since it met _ ‘ifications for 
manufacture, but it was not only therapeutically valueless but 
actually dangerous. 

Senator LeEHMaNn. Might I interrupt one moment? 

It is obvious that in Government purchasing, there have to bi 
standards, pretty rigid standards, which are adhered to. Now 
this particular drug that you are referring to was valueless because 
it did not contain that particular element which was helpful in fighting 
pernicious anemia; but could that not have been included in the 
specifications for any drug set-up? 

Dr. Drenu. I think, Senator Lehman, you are entirely right, and 
you have to set up specifications if you are going to purchase things 
in large quantity, but it seemed to us to indicate lack of proper 
liaison or effective liaison between the Supply Department and_ thi 
medical people who should see that the products not only meet 
certain specifications for manufacture, but also that they will give the 
therapeutic treatment results that are desired of them. 

As you say, something of that sort probably should be included in 
the specifications 

Similarly, the quality of X-ray film has been exceedingly poor 
This film is bought on contract by central office supply. Again, it 
meets the criteria for manufacture, but not for performance. Yet 
the Supply Department seems unable to grasp the basic principle 
that medical supplies must meet a standard for performance which 
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cannot be predicted exclusively from the ingredients. Such diffi- 
culties arise because the personnel handling medical supply problems 
do not have the training to properly interpret the therapeutic qualities 
necessary. 

Senator Humpnrey. May I present Senator Hill, who has just 
come in at this time. 

May I just bring Senator Hill up to date. Dr. Diehl has given 
his own statement as to his evaluation of the medical program and 
the problems facing us, and now he is giving us a report from the 
staff of the Fort Snelling Hospital as to what they consider to be 
some of the administrative difficulties. This is along the lines that 
we had from Dr. Hinsey and Dr. Wood. 

Dr. Dien... As to miscellaneous: Marked overregulation of minor 
procedures and expenses, which could best be left to local judgment, 
tend to hamper efficiency and restrict various hospital activities. 
For example, simple mimeographed forms to be used for the collection 
of data for research and other activities, and not intended to be a 
permanent form or a part of any patient’s record, cannot be prepared 
without formal request to central office and their specific approval. 
When such approval is granted, it is not infrequently 2 to 3 months 
delayed, and the manager has no authority to avoid complying with 
these regulations. 

Now, some examples of interference, or decisions by the Admin- 
istrator that have tended to interfere with the medical program: 

In July of 1949, the Administrator visited the hospital annex at 
Fort Snelling, which was then using a number of cantonment-type 
buildings for ‘the housing and treatment of patients. You may remem- 
ber those. The buildings were constructed and used for hospitals by 
the Army during the war, and they were cantonment-type extensions 
of the Fort Snelling Army Post Hospital. 

Senator Humpurey. Wooden structures? 

Dr. Dizuu. Yes. 

The Administrator, on this visit, without consulting the hospital 
manager or the Chief Medical Director, ordered the razing of such 
temporary structures by November 1, 1949. The patient load was 
such, however, that these structures could not be abandoned until 
July of 1950, when conversion of other buildings to hospital use was 
completed. 

On a visit of the Administrator to the hospitals at Des Moines, 
lowa, and Knoxville, Iowa, in early 1950, we understand that the 
Administrator summarily ordered the reduction of about 100 beds 
between the 2 institutions, again without consultation locally or 
with the Chief Medical Director. This was based upon overcrowding 
and may have been justified, but it was not done through the Medical 
Department. 

The building of the new hospital addition to the Minneapolis 
Veterans’ Hospital has been delayed nearly 2 years because of the 
\dministrator’s decision to suddenly shift the location from the 
center of the present building ellipse to its present location. You 
will remember, Senator Humphrey, that there are seven buildings of 
the Minneapolis Veterans’ Hospital, built in the shape of a horseshoe, 
and we planned to build an addition; and we suggested, after consul- 
tation with the Construction Department and the area VA medical 
director, that the new building be put in the center of this horseshoe, 
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with connecting wings to the present buildings, and therefore making 
it sort of a hub, and facilitating service within the hospital. In this 
new building there would be operating rooms and laboratories and 
so on. 

The Administrator, however, decided to suddenly shift the location 
from the center of the present building ellipse to its present location, 
which is out in front, despite the fact that its previous situation would 
have made it much more effective as a unit in the existing hospital, 
and allowed much better integration of the entire hospital plan. This 
decision, which may have been justified, was, however, made without 
conferring with the Chief Medical Director or with our dean’s com- 
mittee, which worked out the plans for the hospital, and despite the 
previous approval of the Plans Division and the hospital staff. 

Attempts are made by the Administrator to staff new, often remote 
hospitals, by involuntary transfers of personnel, especially of physi- 
cians. These efforts have so far been vigorously opposed by the 
Medical Director, but in spite of his advice the Administrator ha: 
insisted that certain hospitals, including our own, be carefully sur- 
veyed and all full-time doctors whose positions could not be adequately 
so-called justified be declared surplus and available for transfer. 
Actual attempts to transfer some such physicians to outlying 
hospitals have led to resignations. 

The Administrator also has directed that a table of organization for 
medical and for auxiliary services of this hospital be prepared. This 
table has not yet been imposed, but it is due any day. This fixes the 
number of employees in all categories, and requires central office 
approval of any changes. Formerly the manager had authority to 
make adjustments between programs according to changing  situa- 
tions. We are reliably informed that this table would have been set 
upon a very rigid, unalterable basis, standardized for all hospitals, had 
it not been for the aggressive opposition of the Medical Director. The 
Administrator originally ordered that all job descriptions coming 
under the table of organization should be standardized, but this has 
not been done in the medical program as vet, again due to opposition 
by the Medical Director. 

The effect of standard descriptions would be that supervisors could 
not direct their employees to perform any duties not described in thy 
standard form. It is evident that such a scheme would be disastrous 
if put into effect, since standardization within the Veterans’ Adminis- 
tration has always been based on a concept of an average Vetera: 
Administration hospital of the old type. 

Those are some examples of some of the frustrating problems an 
difficulties that our staff has been experiencing, and which leads to ou 
concern over the future of the program, and our hope that this will b 
an occasion in which something can be done to put it on a basis that 
will obviate the recurrence of these situations. 

Senator Humpnrey. Let me ask this question for the record, Dr 
Diehl: Is it essential that the manager of a VA hospital be a medica! 
man? I would like to get your observation on that. 

Dr. PERIL. My judgment is that it is not essential. It is, howeve1 
highly desirable, and I think it is even more important and desirabl 
ina veterans’ hospital than it is in most civilian hospitals, becaus 
under either the regulations or the statutes, the manager of the 
veterans’ hospital is responsible for everything that goes on in that 
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hospital, including medical care. But it is entirely possible to have a 
hospital well-managed by a man who is a good administrator, without 
medical training, if he has an appreciation of medical problems and 
works effectively and closely with his medical staff. 

Senator Humpurey. Are there any other questions, gentlemen? 

Dr. Diehl, we are very grateful to you. 

We will have all of the prepared comments of Dr. Diehl included in 
the record, particularly that part which pertains to the observations 
of the medical staff of Fort Snelling. 

(The information follows: ) 


SraATEMENT OF Haro.p 8S. DikeHt CONCERNING THE MeEpICcCAL PROGRAM OF THE 
VETERANS’ ADMINISTRATION 


Senator Humphrey and members of the committee: I am Harold 8S. Diehl, dean 
of the medical sciences of the University of Minnesota and chairman of the dean’s 
committee for the Minneapolis Veterans’ Hospital. 

I appreciate the invitation to appear before your committee, for I am very 
deeply interested in the medical program which has been developed within the 
Veterans’ Administration since the end of World War II. In fact, the Minne- 
apolis Veterans’ Hospital was one of the pioneers, or we might say experimental 
or pilot plants, in this program. None of us who knew the old Veterans’ Admin- 
istration medical service would have believed that a medical program of such 
quality in the Veterans’ Administration was even a remote possibility. 

You, of course, are familiar with this, but I would like to emphasize that this 
was possible only because the dean’s committees of the affiliating medical schools 
were given essentially a free hand to develop the program. I well remember 
when Dr. Magnuson came to see us in the fall of 1945 and said that General 
Hawley wanted the University of Minnesota Medical School to assume complete 
responsibility for the medical service at the Minneapolis Veterans’ Hospital. I 
asked, ‘‘Under what conditions?’”” Dr. Magnuson replied: ‘‘Under whatever con- 
ditions you feel are necessary to make the Minneapolis Veterans’ Hospital as good 
a hospital as your own university hospital.” 

| could hardly believe my ears because several years earlier we had tried to get 
authorization in Washington for just a little cooperation between our medical 
school and the Minneapolis Veterans’ Hospital, but the proposal had been turned 
down ‘‘cold.’”? So I said to Dr. Magnuson, ‘‘What vou are suggesting just cannot 
be done. The Veterans’ Administration regulations will not permit it.’”’ Dr. 
Magnuson answered that General Bradley and General Hawley were determined 
that the veterans shall have the best medical care that American medicine can 
give them; and that the funetion of the administrators in the Veterans’ Adminis- 
tration from now on shall be to make such care possible; and that, if the rules and 
regulations needed to be changed to accomplish this, they would be changed; and, 
if there were any administrators that needed to be removed, they would be 
removed. 

That, gentlemen, is the spirit which made this program possible. And do not 

ink that it did not require effort and patience to get the program operating. 

iring the first vear I spent almost as much time on the veterans’ hospital pro- 
mas I did on my university responsibilities. We made almost a complete 
change of medical, nursing, and technical staffs in that hospital. Two managers 

‘re removed before we got one that really tried to get things done and suceeeded 
reasonably well, instead of looking at the book of regulations and telling us why 

s or that could not be done. 

\t the beginning of this program we could not get a single physician of the 

ality that we wanted for chiefs of service at the veterans’ hospital, to aecept 

rans’ Administration appointments on a full-time basis. So we gave them 
lical-school appointments, paid part of their salaries out of university funds, 

| appointed them as consultants te the veterans’ hospital, even though they 
pent essentially full time at the veterans’ hospital. Gradually that situation 
‘hanged until we now have 23 full-time staff members at the Minneapolis Vet- 
rans’ Hospital who hold ranks of instructor, assistant professor, associate pro- 
essor, or full professor in the university’s medical school. These full-time men, 
together with the part-time consultants, attending physicians and residents, con- 
uitute a staff that would be a credit to any hospital in this country and one that 





196 MEDICAL CARE FOR VETERANS 


is providing the sort of medical care that we would want for members of our oy 
families. 

Why then are we concerned! General Gray says, and I do not question 
sincerity, that he wants the highest quality of medical care for veterans and tha 
he insists on the continuation of the present program. The trouble is that o\ 
the past couple of years it has become increasingly difficult to get many things do 
which in the judgment of the staff are important to the program. More and m 
matters must be referred to Washington, frequently with extensive correspor 
ence, prolonged delays and all too frequently with final decisions made on 
basis of the average Veterans’ Administration hospital without regard to the lo 
situation. And, although the appropriations for the Veterans’ Administratio: 
as we understand them, are made on an annual basis, local hospitals receive fro: 
time to time telegraphic demands to make immediate and drastie cuts in personn 

Every responsible administrator realizes that there must be budgetary contr 
and general administrative policies. However, the way that these are being a) 
plied in the Medical Department of the Veterans’ Administration is engende1 
feelings of uncertainty and frustration in our medical staffs. General Gray insi: 
that this is unjustified, but it is nonetheless present. And those of us who ar 
responsible for these programs are becoming deeply concerned as to whether 
ean hold the staffs which had made this program what it is today. Physicia 
with the qualifications that we are talking about have many opportunities to accept 
positions which are financially more remunerative than positions with the Vet 
ans’ Administration. And they will stay @n in their present positions only if the 
have confidence that the Veterans’ Administration will provide stable and cont 
ling opportunities to do professionally challenging and satisfying work. 

Dean Hinsey of Cornell and Dean Wood of Emory University Medical Schoo 
have presented to you a statement which sets forth the feeling and the combin 
judgment of some 50 medical schools on this situation. I participated in 
preparation of that statement and have nothing to add to it. 

General Gray assured me very recently, as he doubtless has assured you, tha 
there is no justification for our concern, and that the present program has a 
always will have his complete support. Accepting that as true, there obvious 
are administrative or operating difficulties somewhere between General Gray 
office and the periphery of the organization where the medical service is bei 
rendered. We hope sincerely that this investigation will discover why thi 
lifficulties arise and will eliminate them for all time. 

In the hope that it may be helpful to your committee in understanding 
current difficulties which are disturbing us and in taking appropriate actior 
correct them, I have obtained from the chiefs of our services at the Minneapo 
Veterans’ Hospital astatement on some of the problems as we see them at the | 
of hospital operations. I am attaching a copy of this statement and hope that 
will be useful. 

In closing I would like to say again that those of us who have worked long and 
hard to build up this program are most anxious that it shall continue on a ba 
that will assure our veterans the best care that modern progressive medicine c 


provide for them. 


Some ADMINISTRATIVE AND OPERATIONAL DIFFICULTIES AT THE MINN 
VETERANS’ Hospital 


Chiefs of Services of the Minneapolis Veterans’ Hospit 4 


preparing this material, it has been our desire to avoid citation of 


1 
| 


ifficulties which arise as a result of any local administration, but rather to 
hose which have local implications as a result of policies and regulations ar 
“om central office. These should be applicable to all hospitals in the Vetera 


ninistration 


nt difficulties arise from the basie organization of the VA itself a 
and philosophies that have evolved as a result. The citatior 
nts to support our position will high light some situations which ca 
{1 onlv by the Administrator. Such authority on his part ove 
licates that the program is directly controlled by him. Further, 
trol over the medical program clearly indicates that the Administrat 
ated real authority and responsibility to the Chief Medical Dir 
on of the medical program. ; 
ling that the Administrator can at any time put into motion act 
‘ dic 


circumvent, or change the basic medical program as 
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evolved since 1945 that has led to the feeling of insecurity and frustration among 
the professional personnel. It is the summation of many things, none perhaps in 
themselves of major importance but all arising in opposition to medical control 
of its own program, that has contributed to the lack of confidence in the security 
of the program and a consequent stalemate in the recruitment of qualified pro- 
fessional personnel for the program. iy 
The philosophy of lay management of VA medical facilities is a most demoraliz- 
ing and damaging concept to the program. Good medical care can only be 
achieved if the persons in the important administrative positions in hospitais are 
trained in medicine or medical administration and are imbued with the traditions 
of medicine and its best practice. The proof of this lies in the character of the 
VA hospitals prior to the appointment of General Hawley and General Bradley, 
when doctors as managers were a rarity. There have been many indications of a 
trend toward the reintroduction of lay personnel in these positions. Within th: 
past vear there have been three appointments from the VA center at Fort Snelling 
to hospital managerships. None of these individuals are nhvsicians, and all have 
spent their time in VA administrative fields such as insurance, claims 


wit 
Wit 


1} 
: personn? 
hout experience or indoctrination in hospital management or medical care. 


[t should be remembered that the manager of a VA hospital has complete responsi- 
bility for all activities in the hospital, including medical. As a result, the mana- 
ger’s philosophy regarding medical care is bound to influence the medical activities 
the hospital. He may be convinced that the first duty of a hospital is to provide 
good food and recreation and that medical care is secondary. 
hat medical teaching and research are superfluous in a hospital. 
phies prevail, the standards of medical care invariably decline. 
The following are examples, with comment, relating to difficulties of operation 
and obstruction to the medical program. 


Or, he mav feel 
If such philoso 


BUDGET AND PERSONNEI 


The manager has no authority to effect transfer of funds from one budget 
category to another within the hospital budget 


in one category from surplus in 
expenditures at least 3 months ir 


, in order to cover budget shortage 
another. sudget estimates are made to cover 
1 advance, and unforeseen 
aAnnot be met except by the involved procedure of as! 
office allo 

st be returned at the e 
The restrictions on budget have their corollary in personnel ceiling restrictior 
r is without authority to effect anv changes in position 
d by central office, eve igh the needs of the hospital will be met and 
efficiency result. Thus, although additional nurses are desperately 
holding positions as guards. Nor is 
positions unoec ipied and not intended TO be filled 


salud 


or emergency demands 

ing for additional] centra 

tment, even though excess funds in other categories are available an 
nd of the budgetary period. 


manager 


“celilings’’ 


is not possible Lo reduce personnel 
to use “‘ceiling’’ 
one department, 


nstruction, for use in another 
t personne 


such as laboratories 
budget for at it physicians 
the past ! ‘ars, with allotted funds 
nstant reshuffling i 
‘red and to assure 
It has been necessar 


oftey 


‘tf payment 
period of the bu 
he number of visits for such per 


iar p ‘reentages, wit 


1 from six visits 


4} ) 
per month to one and sin 


hat many of the attendings and CONSULTANTS hg become discouraged 
program and the reduction of visits of others has 


have lost interest in the 
tusly hampered the teaching program and patient care. A review of th: 
ram at this hospital by the AMA council on medical education and hospitals 
ntly has indicated that several of our resideney programs, particularls 
hesiology, will probably not get their approval for board training due to the 
of sufficient teaching coverage by such lack of coverage is 
itely related to budgetary restrictions on funds for this portion of the hospita 
ram 
Kaech \ 


st 


consultants, Ne) 


r 


ear since 1946, some sort of r person! ] freeze”’ or ol her device includi 
recent “‘reduction in force,’ 


has been instituted arbitrarily and without warn- 
g, usually in the months from January to March, which have resulted invariabls 


erious disruption of service to veterans, deterioration of morale of all employees, 
1 complete upset of all planning for stable operations in the future. We do 

know enough about the handling of budgetary problems by Government 
necies to know whether the fault here lies with the VA o 


Budget. The problem should be investigated. 


r with the Bureau of 
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COMMENT ON BUDGET 


It has been suggested on many occasions that if only the manager could be giver 
an annual budget with freedom to expend funds according to local needs many of 
our problems would evaporate. Although everyone recognizes the difficulty of 
operating so complex a program as ours by directives from Washington, it has 
always been argued that the Congress would never approve any other system 
because of its responsibility for protecting the expenditures of Government fund: 
It is our hope that the Congress will seriously consider the need for decentralization 
of authority to certain of the VA hospitals. 

We would like to refer you, in this connection, to a recommendation of th: 
task force report on Federal medical services prepared for the Commission or; 
Organization of the Executive Branch of the Government in which it is stated: 
**Each hospital should have a single budget. The hospital director should prepare 
this, and upon obtaining approval of it should be responsible for the expenditure 
of #.”’ 

We would like to point out, also, that the Congress and the VA have already 
experimented successfully with this idea of allowing nearly complete authority to 
expend funds in accordance with local planning. We refer to the general medica! 
research program of the VA. The research committee of each dean’s hospital is 
given an annual budget for supplies, equipment, and personnel, with no strings 
tied to it. Research has flourished. The freedom from arbitrary, remote con 
trols, the flexibility of the program to allow our best doctors the opportunity to 
develop improved methods of treating disease, and the attraction which this 
program has offered to doctors who would not otherwise choose to take part in the 
VA medical program have proved conclusively the wisdom of allowing local 
determination of the expenditure of research funds. 

May we not all have faith that the principal of decentralization of control of 
bugets might also be extended to the program of direct care of the patient? Just 
how this can be done we do not presume to say, but it does seem to involve at 
least delegation of full authority for hospital operations to the Chief Medica 
Director so that he in turn can entrust a reasonable amount of this authority to 
managers of his dean’s committee hospitals. 


CONSTRUCTION 


Until the branch office system was abolished, it was possible to have construction 
up to $1,000 locally authorized. This allowed prompt completion of many smal! 
projects for more rapid and efficient utilization of space, personnel, and for more 
satisfactory patient care. All funds for construction must now be authorized 
through central office. 

Despite the fact that the construction program in the VA is limited almost 
exclusively to the building and maintenance of hospitals and clinics, the Chief 
Medical Director has no authority over this program. This program is entirely 
within charge of the Assistant Administrator for Construction, Supply and Rea 
Estate, who holds equal rank with the Chief Medical Director in the organizational 
pattern of the VA and is responsible only to the Administrator. Many projects 
are held up in the Construction Office beyond all reason, despite the fact that funds 
have been available for some time. The construction of the experimental surgery 
laboratory at this hospital was delayed for 3 years, and we understand that this 
delay was primarily in the Construction Office, despite every effort by the Depart 
ment of Medicine and Surgery to unfreeze these plans from Construction. 

Regulations provide that any type of buzzer call system cannot be insta 
without central office authorization. When the blood bank refrigerator system 
was installed at this hospital it was impossible, because of this regulation, to hav 
the alarm system (buzzer) attached to warn of temperature change in the refriger- 
ator. Before permission could be secured from central office to install this alarn 
system, a mechanical failure did result and approximately $1,600 worth of pur- 
chased bank blood was lost. 


SUPPLY 


The VA now has a Supply Department which handles all procurement, includi: 
medical supplies. The procurement of medications and drugs is not under t 
direction of the Department of Medicine and Surgery. Drugs and other medica- 


tions are purchased on the basis of lowest cost to meet certain standards for 
ingredients or manufacture, but without attention to the therapeutic efficac) 


the preparation or the efficient use of manufactured items. 
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A supply of liver extract was received at this hospital purchased on central 
office contract. This material met all the criteria for its preparation, except that 
it failed completely to be of any therapeutic value in the treatment of pernicious 
anemia since it did not evoke any reticulocyte response. By central office supply 
standards this was a satisfactory preparation since it met specifications for manu- 
facture, but it was not only therapeutically valueless but actually dangerous. 

Similarly, the quality of X-ray film has been exceedingly poor. This film is 
bought on contract by central office supply. Again it meets the criteria for 
manufacture, but not for performance. Yet the Supply Department is unable to 
grasp the braie principle that medical supplies must meet a standard for perform- 
ance which cannot be predicated from the ingredients. Such difficulties arise 
because personnel handling medical supply problems do not have the training to 
properly interpret the therapeutic qualities necessary. 


MISCELLANEOUS 


Marked overregulation of minor procedures and expenses, which could best be 
left to good local judgment, tend to hamper efficiency and restrict various hospital 
activities. Thus, simple mimeographed forms to be used for the collection of 
data for research and other activities and not intended to be a permanent form or 
a part of any patient’s record, cannot be prepared without formal request to central 
office and their specific approval. When such approval is granted it is not in- 
frequently 2 to 3 months delayed. The manager has absolutely no authority to 
avoid complying with these regulations. 


INTERFERENCE IN THE MEDICAL PROGRAM BY THE ADMINISTRATOR 


In July 1949 the Administrator visited the hospital annex at Fort Snelling, which 
then was using a number of cantonment-type buildings for the housing and treat- 
ment of patients. The Administrator, without consulting the hospital manager 
or the Chief Medical Director, ordered the razing of such temporary structures 
by November 1, 1949. The patient load was such that these structures could 
not be abandoned until July 1950, when conversion of other building to 
hospital use was completed. 

On a visit of the Administrator to the hospitals at Des Moines, lowa, and 
Knoxville, Iowa, in early 1950, we understand that the Administrator summarily 
ordered the reduction of about 100 beds between the two institutions, again 
without consultation locally or with the Chief Medical Director. This was 
based upon “overcrowding” and may have been justified, but was not done 
through the medical department. 

The building of the new hospital addition in Minneapolis has been delayed 
nearly 2 years because of the Administrator’s decision to suddenly shift the loca- 
tion from the center of the present building ellipse to its present location, despite 
the fact that its previous situation would have made it much more effective as a 
unit in the existing hospital, and allowed much better integration of the entire 
hospital plan. This decision was made without conferring with the Chief Medical 
Director, and despite the previous approval of the Plans Division and the hospital 
staff. 

Attempts are made by the Administrator to staff new, often remote, hospitals 
by involuntary transfers of personnel, especially of physicians. These efforts 
have so far been vigorously opposed by the Medical Director, but in spite of his 
advice the Administrator has insisted that certain hospitals, including our own, 
be carefully surveved and all full-time doctors whose position could not be ade- 
juately ‘justified’? be declared surplus and available for transfer. Actual at- 
tempts to transfer physicians to outlying hospitals have led to resignations. 

The Administrator has directed that a table of organization for medical and for 
auxiliary services of the hospital be prepared.- This table has not as yet been 
imposed but is due any day now. It fixes the number of employees in all cate- 
rories and requires central-office approval of anv changes. Formerly the manager 

id authority to make adjustments between programs according to changing 

tuations. We are reliably informed that this table would have been set up on 
a very rigid, unalterable basis, standardized for all hospitals, had it not been 
for the aggressive opposition of the Medical Director. The Administrator 
riginallv ordered that all job deseriptions coming under the table of organization 
hould be standardized, but this has not been done in the medical program as 
vet, again due to opposition by the Medical Director. The effect of standard 
lescriptions would be that supervisors could not direct their employees to per- 
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form any duties not described in the standard form. It is evident that such 
scheme would be disastrous if put into effect, since standardization within 1 
VA has always been based on a concept of an ‘‘average’’ VA hospital of the o 
type. 


Senator Humpnrey. We want to try to complete this testimony 
this morning, and the next gentleman who will present some informa- 
tion to us is Dr. Rusk. 

Dr. Rusk, will you give your name and title, for the record? 


STATEMENT OF DR. HOWARD A. RUSK, CHAIRMAN OF THE DE- 
PARTMENT OF PHYSICAL MEDICINE AND REHABILITATION 
NEW YORK UNIVERSITY BELLEVUE MEDICAL CENTER, NEW 
YORK, N. Y. 


Dr. Rusk. My name is Howard A. Rusk. I am an associat: 
editor of The New York Times; professor and chairman of the depart 
ment of physical medicine and rehabilitation of New York University 
Bellevue Medical Center; chairman of the health and resources ad- 
visory committee of the National Security Resources Board; and 
chairman of the National Advisory Committee to Selective Servic: 
In this testimony I am speaking personally and not as a representative 
of any of these organizations. 

I have been deeply interested in the problems of veterans’ hospitali- 
zation and medical care since the early days of World War II, when | 
was chief of the convalescent-rehabilitation program of the Army 
Air Force. Following my discharge from the Air Force in Novembe: 
1945, I as appointed by Gen. Paul R. Hawley, then Medical Directo 
of the Veterans’ Administration, to the Board of Chief Consultants 
to the Veterans’ Administration, and served in this « capacity until 
August 1950, when I resigned to accept the oe nt as Chairma: 
of the Health Resources Advisory Committee of the National Securi 
Resources Board. During this period I also served as a er 
the President's Committee on Integration of the Medical Services 
of the Government, as a member of the staff of the Committee o: 
National Security Organization (Eberstadt Task Force) of The Co: 
mission on Organization of the Executive Branch of the Governm 
(Hoover Commission), and devoted a substantial proportion of n 
writings in the New York Times to veterans’ medical care a 
hospitalization, 

On June 15, 1950, I was appointed by the President to be chau 
of a committee consisting of Arthur 5. Abramson, M. D., Rear Ad 
Robert L. Dennison, United States Navy, and myself, to revi 
veterans’ hospitalization programs and the needs of disabled vetera’ 
with special attention to the problems of paraplegics and amputee: 
The subsequent action in Korea made necessary the consideration 0! 
the Korean situation and mobilization in the review and recommend: 
tions of that committee. 

In our review, our committee consulted with representatives 
various Government agencies, including the Veterans’ Administratio 
the Department of Defense, the Public Health Service, the Bureau 
the Budget, and the National Security Resources Board. Our con 
mittee also consulted with prominent physicians and other specialis! 
including representatives of the American Medical Association, tli 
American Hospital Association, and the representatives of vari 
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veterans’ organizations, such as the American Legion, the Veterans 
of Foreign Wars, Disabled American Veterans, American Veterans of 
World War I], and the Paralyzed Veterans Association. 

Your subcommittee has been furnished with copies of that report, 
which speaks for itself, but I should like in this testimony to call your 
attention specifically to recommendation No. 4, page 3, of the report. 
This was the report to him: 

Reiterated statements of the Veterans’ Administration before your committee 
have led your committee to believe that the present administrative organization 
of the Veterans’ Administration as it pertains to the Veterans’ Administration 
medieal service is cumbersome and unwieldy. Because of these statements and 
other evidence which has come to the attention of your committee, we believe 
that a management survey of the organization and administrative structure of the 
Veterans’ Administration would be of substantial benefit. Witnesses who have 
appeared before your committee have, almost without exception, adversely 
criticized the organizational structure and administrative policies of the Veterans’ 
Administration. 

As you know, by directive letter from the President, that is now 
fait accompli, and it is in the process of being carried on at the present 
time. 

Senator Hitt. What was the date of your report to the President, 
Doctor? 

Dr. Rusk. September 22, 1950. 

Senator Humpurey. You are familiar with the fact that General 
Gray of the Veterans’ Administration has hired a management firm, 
and do you think that this meets the recommendation of your 
committee? 

Dr. Rusk. Ido. That was specifically spelled out, that a manage- 
ment engineering concern should conduct such an investigation, and 
| think a very competent firm, from my little knowledge of it, has been 
secured, and that it is well under way at the present time. 

During my 5 years as consultant in physical medicine and rehabili- 
tation to the Veterans’ Administration, on many occasions | found 
evidence of cumbersome administrative policies that made expedition 
of planned programs unwieldy and time-consuming. I have also 
noted during this period a lack of coordination between the medical 

ervice and other auxiliary services in the Veterans’ Administration 
whose primary role was the support of the medical service and the 
mplem« ntation of medical policies. 

The meteoric improvement in the Veterans’ Administration’s 
medical service is now a matter of record. ‘The program is now 
integrally related to the teaching programs of 71 hospitals and 59 
approved medical schools. Much of the credit for the remarkable 
advances that have been.made in the Veterans’ Administration’s 
medical and hospitalization services, in my opinion, has been a result 
of the relationship of veterans’ hospitals to these civilian teaching 
hospitals and medical schools, the utilization of outstanding civilian 
physicians as consultants to Veterans’ Administration hospitals, and 
the utilization of outstanding civilian physicians and medical adminis- 
trators in the formulation of Veterans’ Administration policies and 
procedures at the Central Office level. I feel that it is imperative that 
these relationships be kept intact and that any administrative or 
organizational pattern which does not insure the maintenance of these 
relationships would result in an immediate and drastic lowering of the 
standards of the Veterans’ Administration’s medical services and 
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hospitalization program. And I think that this is very important, 
and Dr. Diebl brought it out: These relationships must not be by 
directive alone, but in a spirit based on mutual confidence and an 
encompassing philosophy of medical responsibility. 

In the opinion of this observer, the basic problem may be summed 
up as follows: (1) The present administrative structure of the Vet- 
erans’ Administration is cumbersome and unwieldy, and (2) if the 
medical department is to have the responsibility for maintaining the 
highest type of medical service in the Veterans’ Administration, then 
it must be given the authority to carry out its mission, and this 
authority must extend to the ancillary services that are an integral 
part of total medical care. This is essential if the medical services 
rendered to the individual veteran are not to be limited to routine 
medical care but are to include an interest in his emotional and social 
problems, his rehabilitation, and, finally, his return to the community 
as a useful, self-respecting citizen. 

I had occasion yesterday to go into the record and look up a letter 
that was written to General Bradle »y by Mr. Baruch, which is dated 
August 16, 1945, and Mr. Baruch had made a survey of veterans’ 
problems at that time and, in this letter to General Bradley, which 
General Hawley well remembers, made some specific recommendations. 
This was introduced into the Congressional Record Wednesday, 
September 5, 1945, by Congresswoman Rogers, and I would like to 
read two paragraphs on his observations on medical service: 

Turning to the Veterans’ Administration— 


and he had been talking about R. and R. aid— 


I would recommend a clean-cut division in the veterans’ agency between medical 
and nonmedical matters, creating a new veterans’ medical service under the head 
of an outstanding medical man. Until now, veterans’ medical care has been 
too much subordinated to the legal and fiscal matters connected with benefits 
of all kinds. It must be freed from the thumb of the lawver and the benefit- 
payer and lifted to a level of autonomous independence. Its primary emphasis 
should be on the quickest and fullest recovery of the veteran, and his or her return 
to society as a self-supporting and self-respecting citizen. 

Various suggestions have been made as to the form this new veterans’ medical 
service should take. None of these details of organization are as important as 
is the choice of the man who is to head this service. Even a good man, and an 
autonomous service, by themselves, are not enough. A complete transformation 
of the veterans’ medical care is needed. 

| think that this certainly is as important today as it was in 1945, 
and I personally do not believe, having been in on some of these prob- 
lems from the very beginning, that had we not had an outstanding 
head of the medical service like Dr. Hawley, who was given his full 
head by General Bradley, feeling that he was a man who understood 
the problems, would we have the service that we have today. 

Senator Hii. Let me ask you a question there. I recall Mr. 
Baruch’s letter at the time it was written. 

Was he on any special committee, do you know, or had he been 
asked by the President to make an investigation to study this question 
and make his recommendations? 

Dr. Rusk. Yes, tohim. At the suggestion of President Roosevelt, 
he studied the problems of the veteran. 

Senator Hity. That is what I thought. 

Dr. Rusk. I think it might be helpful if IT gave you a few concrete 
illustrations of some of the problems as I have seen them in attempting 
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to organize the rehabilitation program in the Veterans’ Administration 
hospitals in the past 5 years, which now I think that we can be very 
proud of the service that is being rendered to veterans, but I think it 
is only a drop in the bucket as to what could be rendered if this thing, 
or this organization set-up, were really streamlined and we saw the 
basic philosophy as I feel 1t should be seen. 

These are little things, but I think that they are examples of some 
of the problems. 

In Dr. Diehl’s hospital in Minneapolis, in 1946 there was developed 
one of the outstanding rehabilitation programs for neurological pa- 
tients in the history of medicine. One hundred and thirty patients 
with multiple sclerosis, strokes of apoplexy, severe neurological dis- 
orders, some of them in the hospital for 10 or 15 years, were brought 
into this program, and they said, ‘““We will have a total push, medical, 
rehabilitation, social service, and get these individuals out of the hos- 
pital and back into their homes.” Even after this length of time, it 
was felt some could be salvaged. 

As I remember the figures, more than half of those individuals 
were discharged from the hospital and sent back home. 

Senator Humpnrey. May | interrupt there, just for the purpose of 
clarification? One of the witnesses before this committee said, in 
his complaint against the present medical program, that the objective 
was to get them out of the hospital and get them home, the inference 
being, without corrective measures and proper treatment. 

I just merely wanted you to elaborate a little bit on your statement 
of what you mean, “out of the hospital and get them home,” so that 
the record may be clear. 

Dr. Rusk. “Out of the hospital and home” means that they should 


not be discharged until they have had the full benefit of all types of 
medical service, which should include rehabilitation, resocialization, 


vocational counseling, training, whatever is needed to get that in- 
dividual back into a place of respect and self-support in the com- 
munity. 

In my observation in veterans’ hospitals, that has been done. That 
is the basic considered policy. 

Dr. Hawxey. Do you not think that you ought to add to that, 
“and capable of living at home,” to your phrase there? 

Dr. Rusk. I could clarify that by one statement, that when this 
program was started in the VA hospital in Minneapolis, every man 
was told that he would not be discharged from the veterans’ hospital 
unless he so desired, after his training was complete and after his 
home situation had been investigated, and if he did not want to go out, 
he did not have to go out. And not one single person 

Senator Humpnrey. That is very good to get that clarification. 

Dr. Dieu. That program which Dr. Rusk referred to, is the most 
thrilling thing that 1 have ever seen. When we took over the opera- 
tion of the Minneapolis Veterans’ Hospital, as Dr. Rusk said, there 
were a total of approximately 130, | think, but there was a building 
with some 80 who were accepted as permanent bed patients, and they 
would never be out of bed, and society would take care of them and 
the Veterans’ Administration would take care of bed care for the 
rest of their lives. 

Within a period of a year, if I remember the figures, all but about 
12 were up and about, giving some sort of personal care, which means 
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to themselves, and self-care, and even that means a great deal to an 
individual; and also, half of that group, over half of that group had 
gone home and were accepted by their families and able to live at 
home. And about half of that group going home had jobs of some 
sort. 

As I say, it was the most thrilling thing. 

Senator Leaman. May I| interrupt? You refer to this very inter- 
esting and fine experiment that was carried on in Minneapolis, and 
has that been duplicated in other hospitals? 

Dr. Rusk. All through the Veterans’ Administration. And the 
place where it is not operating well is where there are not trained 
people to do the job. 

Dr. Haw tery. I think I ought to add that another thing that came 
out of that experiment was to show what had never been shown 
before, that taken early, the minute a man had had a stroke, a tre- 
mendously greater improvement could be performed. Before, when 
a man had a stroke, he was considered done for. And these peopl 
started in immediately on these people who had strokes, and thx 
results when taken early were, some of them, simply miraculous 
men going home, managing large farms, that would have been, befor 
this experiment, cripples the rest of their lives. 

That, I think, was one of the most important things, to demon- 
strate what early attack of these neurological things would do. 

Senator LEHMAN. I saw that same thought raised in some magazine, 
or an article, here about a year ago, and I do not know whether you 
wrote it, pointing out how much more successful early treatment 
was than later treatment, and | remember reading it. 

Dr. Rusk. We have had experiments at Bellevue with more than 
500 cases with an average age of 63, with strokes of apoplexy, and 
the type of patient who in the past had just gone on the dump heap 
or kept in a chronic hospital; and 90 percent we were able to teach 
to walk and care for themselves entirely, and 40 percent we got back 
to some work. 

In spite of this program at the Minneapolis Hospital, when the 
plans were drawn up for a new hospital there-—and they were operat- 
ing in tremendously limited space, 1,600 square feet in the old hospital 
and just for the ee patients and not including our other 
rehabilitation problems. When the new hospital was built, becaus: 
of lack of coo1 aeaaioee and lack of discussion of the medical needs 
they were allotted 600 square feet for the program in the new hospital 

One of the administrative difficulties, I think, is well exemplified 
by this rather trivial situation. At my college of medicine, for th 
last 3 years we have run post-graduate courses for doctors in physical 
medicine and rehabilitation, for 6 weeks, primarily for VA doctors 
and we run two or three such courses each year. During Dr. Haw- 
ley’s regime and up until about a year or a year and a half ago, these 
individuals were assigned to us weeks ahead, and we knew who was 
coming, and we knew when they were coming, and they came out of 
the education and research budget, and they were picked because of 
their ability. 

The last two classes, we have not known until just before that they 
are going to come, for the simple reason that every one of these indi- 
viduals has to be personally O. K.’d by the Administrator. I think 
that that is indicative of the bottleneck in the mouth of the funnel. 
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Senator Humpurey. There is no autonomy of clearance or assign- 
ment to this sort of training program at the local level, and actually, 
the picking is really done at central office? 

Dr. Rusk. They are recommended at the local level, and then.we 
have a division of the VA for physical medicine and rehabilitation, 
and he passes on those individuals, and in the past when they went 
up to Dr. Hawley, knowing that he knew what was what, they went 
through routinely and there was no problem. 

Dr. Hawuey. | might have had to approve them, but the picking 
should have been by the Chief of Rehabilitation, and I am no expert 
in rehabilitation and he knows these people, and he is the man who 
picked them. It might have been that I did not approve of it, but | 
have not questioned his judgment. 

Dr. Rusk. Now, each one is gone over in the Administrator’s 
office, as to whether or not they are going to be assigned to the school. 
Eventually they are assigned, but in an organization with as much to 
do, to get that much detail up topside, I think is indicative as to why 
they are having some administrative problems. 

Another example that was told to me by the head of the psychiatric 
division, some 2 years ago a very excellent paper in the field of mental 
hygiene was reported in one of the medical journals. He and his 
staff passed upon it, and felt that it would be an excellent report to 
get to the field, and it would be very helpful to their people in the 
psychiatric program. He approved it and asked for permission to 
have it reprinted and sent to the field. It had to go through, I think, 
four or five administrative offices in the VA, and it took more than 
3 months to have this simple scientific article approved; and by the 
time it was approved, it was out of date and they just skipped it. 

I think that I would like to also add my feeling on one of the 
points made by Dr. road 1 do not think that the Veterans’ Adminis- 
tration will recover for years to come from the 8,000 cut-back that 

came precipitously acaba a year ago, just like that, overnight. 

Dr. Diehl spoke about the reside ‘nts in training, who had been 
trained by the VA on a 2- or 3-year basis, the young specialists who, in 
the long-term planning, were to be the backbone of this whole medical 
organization. At the Bronx Hospital, instead of having two-thirds, 
which would have meant, I think, about 20 of these residents going 
into the VA as a career, the month after this happened they went 
around to get them to sign up, and only one signed to go into the 
Veterans’ Administration. 

Now, that was stopped after a great deal of heat was put on, but 
even so, the damage was done. The doctors are insecure, and they 
are afraid that they are going back to the old type of regime. 

I think that the insecurity of the doctor is the fundamental thing, 
because unless you have a free medical service in the VA, and it is so 
good that medical people want to come in and want to make it a 
career, you will never have a fine medical service. 

Dr. Diehl and I have talked about this, and | think that I know how 
Dr. Hawley feels, but he can speak for himself. And I do not think 
that you can ever, by freezing men in the VA medical service or making 
it a compulsory thing, you could never have the type of medical 
service that you have today. This has to be sold on the merits,and 
people want to do it; and they were wanting to do it because they had 
opportunities for teaching and research, and so forth. 
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Senator Humpurey. Dr. Rusk, this cut-back to which you refer, 
to what do you attribute that? Was it just a plain lack of money, or 
was this, in your mind, due to a policy in the VA? 

Dr. Rusk. I think it was poor budgetary planning. 

Senator HumpHrey. In the VA? 

Dr. Rusk. From my understanding of the situation, it had been 
known for a long period of time that it was going to come on a certain 
day, or a certain time, and there was going to be this deficit; and had 
the thing been planned and individuals picked, I suspect—and I do 
not know, but I suspect—that 8,000 people could have been taken 
out of the Veterans’ Administration without any loss of service, had 
the managers been able to make their retrenchments here and there. 
But when you have to do it in 48 hours, you cannot do anything but 
demoralize the service. 

Senator HumpHrey. One of the questions that keeps coming to 
mind in Congress is whether or not this arbitrary cut was not an 
effort to put pressure on Congress, you know, the announced arbitrary 
cut, in order to get additional funds, and not have to lay off anyone. 
What are your observations on that? 

Dr. Rusk. Well, I cannot answer that. 

Dr. Hawrey. If you will ask me, | think that I can explain it. 

Senator Humpurey. | would be delighted to do that. 

Dr. Rusk. If it were done for that purpose, I can say that whoever 
decided on that policy did not realize the cost to the medical service, 
not in the individuals, but in the irreparable damage to the morale. 

Senator Humpurey. Senator Hill, do you have any questions? 

Senator Hitt. We had some testimony from one witness, at least, 
and this witness was advocating the abolition of the deans’ com- 
mittees. One argument he made was that where you have your 
hospital tied in with your medical school, your veterans, in some 
instances, at least, are made too much guinea pigs; and he did not 
use the term ‘‘guinea pigs,” but that was the idea of it, Mr. Chair- 
man. He said vou have these patients, and instead of thinking in 
terms of the patient primarily and fundamentally, you are thinking 
more in terms of teaching some fellow, you see. And he illustrated 
about a doctor coming in and continuing to punch the fellow and 
examine him and wearing him out with these examinations, because 
he was learning on the patient and he was thinking more of being 
taught than he was of the welfare of the patient. 

l ask that question simply because it is already in the record, and 
I would like you gentlemen to comment on it. 

Dr. Rusk. It is my feeling that the quickest way to wreck the 
VA medical service —— be to abolish the deans’ committee. | 
give you in evidence that the finest medicine in the United States 
today is practiced in es university and the teaching hospital. And 
I think that the low ebb that the medical service in the VA reached 
in the past was due to the fact that they did not teach; that they had 
no young, fresh minds, and they had no residents. 

[ practiced internal medicine in St. Louis for 17 years, in a rather 
active practi e; and during that period of time I had only two pa- 
tients in 17 years who asked to go to the veterans’ hospital. One 
was a man who went to get his gall bladder X-rayed, and it took 4 
days of work when it could be done in a civilian hospital in a day and 
a half, and when we completed the X-rays he had to go to a civilian 
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hospital and have them done over because they were so unsatisfac- 
tory that they were inconclusive. I give that case as evidence of 
what existed before, from a personal observation. 

[ think that I have answered your question in my statement, also, 
Senator Hill; but I couldn’t say forcefully enough my deep feeling 
about that. 

Dr. Diext. I would just add this, Senator Hill, that, if the phi- 
losophy that that witness before your committee presented were 
followed, the patients would avoid the Mayo Clinic, and they would 
avoid the Leahy Clinic, and Johns Hospkins, and every medical 
center that is connected with schools and have established reputations 
in this country. 

It is well known and established that the best medical care is 
given where there is teaching, and progress being made in medicine. 

Senator Hitu. Since I asked the question, | might state frankly 
that I was not impressed at all with the testimony, and I only asked 
~ ase so that you could answer it. It raises a point. 

nator Humpurey. | think it is a point that is raised many times. 

Dr. Rusk. It was one of the primary points that General Hines 
used to bring out. 

Senator Humpnrey. Before you get away, Senator Hill, do you 
have any more questions of Dr. Rusk? 

Senator Hii. | think that we might ask all of these gentlemen this 
question, and maybe you want to hold it in abeyance until they get 
through, but what reasonable or specific guarantees could this com- 
mittee ask of General Gray, pending the completion of this manage- 
ment survey, which would end the uncertainty and the unrest that we 
have now in the veterans’ medical services? 

Dr. Hawuery. I have one. 

(Discussion off the record.) 

Senator Humpurey. | have one other question that I wanted to ask 
you. One witness said that if an autonomous bureau, like Mr. 
Baruch recommended in the letter that vou read from, if that autono- 
mous bureau were established in the VA medical program, that it 
would be a set-up for absorption in a United Medical Administration, 
which all veterans’ organizations would oppose. 

Now, vou see, there is this fear there. What do vou have to say 
about that? 

Dr. Rusk. My own personal feeling is that it would be adminis- 
tratively impossible to set up an autonomous medical service, separate 
and distinet, and 1 think what you have to have, one, is clear under- 
standing from a directive standpoint. But vou will never have a pro- 
gram if you have that alone, and then vou have to have someone in 
there who knows the problem, who is sympathetic and will make it 
work, and I think it goes right back to the Army. General Eisen- 
hower was, in the last analysis, responsible for the medical care of the 
soldiers in the European theater, but he did not know anything about 
that, and that responsibilitv went on Dr. Hawley’s back. And he 
accepted it and he did a job, because General Eisenhower let him meet 
the problems that were his. 

Now, I think that that same thing obtains, and I do not think that 
you can have a separate medical service, and I think it has to come 
under the total service; but it has to come that way. 





208 MEDICAL CARE FOR VETERANS 


Senator Humpsrey. Just this other question. We were told yes- 
terday, and now | quote, ‘Anyone familiar with the efforts of the 
Federal Government to provide hospitalization knows that the Vet- 
erans’ Administration hospitals, prior to World War II, were the best 
hospitals in the country, and this means the best hospitals in the 
world.”’ 

We were also told that the Veterans’ Administration hospital pro- 
gram before World War II went ahead ‘“‘under standards that were the 
envy of medical men and administrators of every description.” 

Would you please give your views as to these statements, and 
comment, if you will, on how the present medical program represents 
improvement over the system in effect before World War Il? You 
have answered that latter part, but what are you views in respect to 
these observations that I have read here? 

Dr. Rusk. My own personal observation is, from the reports that 
I have read and from individuals in the profession and from patients 
who have been in the hospitals, my opinion is entirely contrary to 
that which you have just read; that it was second-rate medicine, 
that it was not the envy of the medical profession nor of the com- 
munities, 

I think by the mere fact that there were so many beds vacant in 
veterans’ hospits als during that period of time, and in order to fill them 
up non-service-connected cases were allowed to come in, answers that 
question. Because, had the medical service been of the caliber that 
vou could get at the Mayo Clinic and Johns Hopkins and our fine 
medical centers, those hospitals would have been filled to overflowing. 

| think I also answered that question in my own observation in 
my own practice; during 17 years’ experience, only two patients who 
had the night to go, went. 

Senator Humpurey. Thank you very much. 

Senator Hiii. Let me ask you this question: Do you know of any 
instance where any A-1 medical school or any great medical centei 
like Johns Hopkins or the Mayo Clinic, or any place like that, reached 
into any veterans’ hospital and called to service out of that hospital 
to this school or to this medical center, any doctor in the veterans’ 
employment who had been there any time? I can see where they 
might have reached in and gotten some young man, but was there any 
man who had established himself as outstanding? 

Dr. Rusk. Before World War Il, vou mean? 

Senator Hiiu. Yes. 

Dr. Rusk. I know of none, sir. | know of many instances where, 
since World War II, physicians in the Veterans’ Administration have 
left to take top teaching jobs in the medical schools, and in hospitals 
throughout the country, because of their outstanding experience and 
service in Veterans’ Administration hospitals. 

Dr. Drent. I might add this: The chief of the surgical service at 
our Minneapolis Veterans’ Hospital left, who was there for about 5 
vears, Dr. Payne; he left to accept the professorship of surgery at the 
University of Buffalo. And the chief of our medical service at th 
present time has had several opportunities to consider professorships 
one within the last couple of months at the University of Illinois 
professorship to head the department of medicine; and the Chief o! 
our Tuberculosis Service has had offered him the position of director 
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of Tuberculosis Hospital in Chicago, and was within the last 6 months 
offered a professorship in tuberculosis at Ohio State University. 
Those latter two are still with us, but the Veterans’ Administration 
prior to World War II never had people of that sort. 

As I said in my testimony before you came in, Senator Hill, when 
we took over the veterans hospital at Minneapolis as our responsi- 
bility, we made almost a complete change in the medical staff. | 
think that there were four members of the professional staff and one 
administrator that we kept on, and one of those we were glad to give 
an appointment on our staff, thoroughly qualified; and another was 
in a field in which we kept him on because we hadn't anybody to 
replace him, and he was getting pretty near retirement; and the other 
two men that we kept on came to the university and went in under 
the residency program, full-time VA program before, but they went 
into the residency program and took the training and qualified, and 
now they are members of our staff. But those were the only ones. 
The quality of the professional staff in the medical hospitals today is 
completely different from what it was. 

Senator Humpnrey. Thank you very much. 

Now, Dr. Hawley, we saved you to wind up this portion of the 
testimony, because of your experience in VA as well as your enviable 
record. 


STATEMENT OF DR. PAUL R. HAWLEY, DIRECTOR OF THE 
AMERICAN COLLEGE OF SURGEONS, AND FORMER CHIEF 
MEDICAL DIRECTOR OF THE VETERANS’ ADMINISTRATION 


Dr. Hawuiey. Iam Dr. Paul R. Hawley, the director of the Ameri- 
can College of Surgeons. I was the Chief Medical Director of the 
Veterans’ Administration from October 1945 to December 1947, both 
inclusive. 

I should like to make two points clear at the outset. First, I realize 
that the dismissal of Dr. Paul B. Magnuson, from his position as 
Chief Medical Director of the Veterans’ Administration, is an irrevers- 
ible oe, Second, | believe it to be ™” prerogative of the responsi- 
ble head of any organization, agency, or business, to select his key 
assistants; sad that this ine Judes the right to dismiss as well as the 
right to appoint. ; 

In making this statement, I have not permitted myself to be 
influenced by my association with Dr. Magnuson in recent years. 
However, I would be remiss if I did not make it a matter of public 
record that to him, more than to any other one man, is due the credit 
for the improvement in the medical care of veterans. I am concerned 
over the dismissal of Dr. Magnuson solely as it is evidence of a policy 
of administration which, in my considered opinion, will very shortly 
destroy one of the finest accomplishments in all history in the fields 
of medical care and medical education. I have weighed these words 
most carefully. 

The history of the rejuvenation of the medical service of the Vet- 
erans’ Administration, under the wise guidance of General Bradley 
is most germane to the present issue. The scandalously low level to 
which the medical care of veterans had fallen by 1945 was the result 
of two administrative policies. One was that, for years, the medica! 
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service had been controlled and actually operated by nonmedical 
bureaucrats who had not the slightest comprehension of the elements 
of good medical care, and who had view a this service merely as an 
important part of a personal empire. Another was that this medical 
service had purposely been isolated from all medical progress, and 
had been rigidly prohibited from engaging in teaching and research. 
One illuminating index of the intelligence of the lay direction of this 
service is that no interns were permitted in veterans’ hospitals on the 
ground that interns only experimented on patients. 

The great improvement in veterans’ hospitals, which occurred 
within an incredibly short time, was almost entirely the result of the 
introduction of teaching and research. Medical care and medical 
education are complementary twins. First-class medical care is 
possible only in institutions which engage in teaching and research. 

The establishment of a program of education and training in vet- 
erans’ hospitals appeared at first to be an impossible undertaking. 
Such a program is completely worthless unless it has the approval 
of the various accrediting agencies in this field. No young phsvician 
would spend 3 or 4 years of his life undergoing training for which he 
would receive no recognition. 

It is one thing to start a training program and another to have it 
accredited. Accreditation depends both upon physical facilities for 
training and upon the professional competence of the teachers. In 
1945, there was only a handful of career doctors in the Veterans’ 
ee who could in any way meet the minimum qualifica- 
tions for teachers. The only way, therefore, in which approval of 

the program could be had was to pl: wee it under the direction of recog- 
nized teachers outside the Veterans’ Administration; and this could 
be done only through the affiliation of veterans’ hsopitals with the 
great medical schools and voluntary teaching hospitals of the country 

This was accomplished, but not without difficulties. With or 
without reason, voluntary institutions were suspicious of government 
The reputation of veterans’ hospitals was none too savory, and there 
was a general reluctance to become associated with them. These 
difficulties were overcome, but they were overcome only through the 
establishment of mutual confidence; and, on the part of the Veterans’ 
Administration, this was done largely by Dr. Magnuson. This pro- 
gram was made possible only by confidence. It will survive only so 
long as confidence persists on both sides. 

The continuance of medical care of an acceptable quality depends 
entirely upon the continuance of this program of affiliation with me d- 
ical centers. Even though the average competence of career medic: 
men in the Veterans’ Administration has increased considerably, an re 
are still far too few full-time men in the service with sufficient quali- 
fications as teachers for the training programs to be accredited if the 
schools and teaching hospitals withdraw. Once this accreditation ts 
lost, no more residents can be had, and many of the better career men 
will leave the service. This collapse will take place almost overnight, 
and the situation will again be scandalous. Furthermore, for a num- 
ber of reasons, among which is the present heavy demand upon 
medical schools in this mobilization, the medical “ ice of the Veter 
ans’ Administration can never again be rebuilt if it is allowed to be 
destroyed. 
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The confidence of medical educators in the Veterans’ Administra- 
tion has been shaken several times in the past 3 years. Upon each 
occasion, a crisis has been averted only by their reliance upon the 
integrity of Dr. Magnuson. Now that this crutch has been snatched 
from the Veterans’ Administration, we shall see the Department of 
Medicine and Surgery first falter, and then tumble ignominiously into 
the gutter from which it was lifted in 1945. With no reflection what- 
soever upon Dr. Magnuson’s successor, it is the consensus of the 
medical profession that no informed doctor, dedicated to quality in 
medical care, would undertake this task under existing conditions, 
and this for the reason that no man, regardless of his ability or sin- 
cerity of purpose, can accomplish anything creditable under the con- 
ditions which have been imposed by the present Administrator of 
Veterans’ Affairs ever since he assumed the office. I can assume only 
that Dr. Magnuson’s successor either was not aware of the true situa- 
tion, or that he considered the tender of appointment as a military 
order. 

So much for the wide implications of this situation. You have 
asked me to offer my opinions upon a form of administration which 
would prevent such situations and which would insure an effective 
medical service for veterans. I think the more important features 
are: 

Administrator of Veterans’ Affairs. He is by law, and should be, 
the single head of the Veterans’ Administration. He is responsible 
to the President, the Congress, and the people for every activity of the 
Veterans’ Administration, including medical care. He must have 
authority commensurate with this responsibility. I would not oer 
where to place a legal limit upon his authority, even in the field 
medical care; but it would not be difficult to suggest limits of the per- 
sonal exercise of his authority in fields in which he has had no educa- 
tion, training, or experience. 

The measure of any administrator is the way in which he discharges 
his responsibilities and exercises his authority. It is an ignorant ad- 
ministrator, in any field, who attempts to exercise his personal 
authority below the level of his first line of assistants, and particularly 
in fields in which he has had inadequate training and experience, or 
none at all. The wise administrator selects key assistants, 
each trained in his special field, and delegates to them in their special 
departments both his responsibility and his authority, reserving to 
himself only the establishment of policy and the evaluation of their 
ace ‘omplishme nts. If a key assistant fails to produce satisfactorily, 
the wise administrator pe not attempt to do the assistant’s work 
but replaces the incompetent one. 

This is the single source of the difficulties which led to the dismissal 

Dr. Magnuson. No competent judge of medical care has ever 
thought that Dr. Magnuson was not doing a fine job; vet the Admin- 
istrator elected personally to operate the medical service, and in this 
he succeeded to an intolerable, and dangerous, degree. It was 
Dr. Magnuson’s resistance to this which led to his dismissal. 

The medical service of the Veterans’ Administration will continue 
to suffer until the Veterans’ Administration is administered as it was 
by General Bradley. General Bradley announced the broad policies 
which governed all of his Assistant Administrators. Other than these, 
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the only specifie instructions that I can remember he ever gave m 
were: “I want a first-class medical service and I want you to give 
me one. You can come to me at any time for help or advice. | 
shall support vou fully.” 

Department of Medicine and Surgery. Except for the inevitable 
little defects that can be found in most organizations, the interna] 
organization of the Department of Medicine and Surgery, so far as 
it goes, is satisfactory. With the addition of two or three other 
functions, which will be discussed later, it is organized and equipped 
to operate a first-class medical service. It is rather tragic that it 
has not been permitted recently to exercise its full potential. Until 
the dismissal of Dr. Magnuson, it enjoved the confidence of the great 
majority of the medical profession, and especially of those elements 
upon which the Veterans’ Administration must depend, now and 
evermore, for quality in medical care. 

However, for some time the Department of Medicine and Surger\ 
has been stripped almost entirely of its proper authority and influence 
in the operation of veterans’ hospitals. The Administrator, not th: 
Chief Medical Director, selects hospital managers. Dr. Magnuson 
was even removed from a board, of which he was the only medica! 
member, and in great minority, which was to make recommendations 
in such cases. The Administrator requires that hospitals report 
directly to him, completely disregarding the Chief Medical Director 
Regardless of any excuses offered to this subcommittee for such an 
arrangement, regardless of any denials of interference in medical care, 
it is the height of absurdity to contend that a medical service can be 
operated in such fashion. If this be sound operation, then the 
services of all doctors in the Veterans’ Administration should be 
dispensed with, and the Administrator and his lay assistants should 
undertake the surgery and other functions of the medical service 
This would be no great extension of the present position. 

It has been convincingly demonstrated that the Administrator 
considers a hospital to be ever a hotel in which sick people reside 
while they are being attended by doctors. His every action point 
to this. This is not merely stupid —it is fatal to good medical care 
Everything which goes on in a hospital impinges, to a greater or 
lesser degree, upon the care of patients. An incompetent enginee: 
can ruin sterilization; a poor cook can cause a relapse; a careless 
electrician ean kill a patient with a short in an operating room which 
causes an explosion; an indifferent recreational worker can retard 
the recovery of a Ps itient by permitting overexertion. Yet the Chie! 
Medical Director is denied any control over the functions of thes: 
people. He an select them, he cannot instruct them, he cannot 
dismiss them. 

The present Administrator abolished the decentralization institut: 
by General Bradley, and again centralized all administration in the 
Washington office. I state this not to question the wisdom of the 
move but merely to show that it is now very much simpler to place 
all hospital operation under the direct control of the Chief Medica! 
Director. This is the only logical arrangement, and the only one which 
will prevent the rapid deterioration of the medical service. 

With the 13 branch offices set up by General Bradley, each in charg: 
of a Deputy Administrator of Veterans’ Affairs, it was impossible to 
place veterans’ hospitals under the direct control of the Chief Medical 
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Director. Each branch was responsible for all activities within its 
boundaries, and it would have caused serious complications to have 
set up two channels of control. However, General Bradley accom- 
plished the same end by giving to his Chief Medical Director the au- 
thority to issue orders pertaining to medical service in the name of the 
Administrator. There was not the slightest doubt, anvwhere in the 
entire Veterans’ Administration, as to the channel of control of hospi- 
tals—it was through the Chief Medical Director to the Administrator. 
General Bradley never made a single appointment in the medical serv- 
ice, including managers of hospitals, which was not either recom- 
mended or concurred in by his Chief Medical Director. He visited 
many hospitals, usually with the Chief Medical Director; but he never 
gave an order in these hospitals except through the Chief Medical 
Director. Administration of that kind begets that loyalty and devo- 
tion without which no organization can succeed. 

Medical Supply: One of the most absurd situations in the Veterans’ 
Administration, as well as one of the greatest handicaps to the medical 
service, is that a large, separate supply service is maintained for the 
almost exclusive purpose of obtaining supplies for the medical service. 

It is impossible to operate a good medical service without control 
of medical supply, and the Veterans’ Administration is the only agency 
| know which even attempts it. All the other Federal medical services 
of any size control their own supply services. 

The Army, Navy, and Air Force have joint procurement of medical 
supplies. This results both in economies and in improvement of serv- 
ice. This arrangement was just being started when General Bradley 
was Administrator, and he and I often discussed having the Veterans’ 
Administration join with the Armed Forces in this project as soon as 
it was in operation. This should be done at once. It will greatly 
improve the medical supply of the Veterans’ Administration, which 
was very bad when I was the Chief Medical Director, and will result 
in considerable saving. 

The construction service of the Veterans’ Administration (a part of 
Construction, Supply, and Real Estate) seems to build hopitals to 
suit this service rather than to suit the doctors who will have to work in 
them. The Department of Medicine and Surgery should be given 
much more authority in the design of hospitals. Construction, of 
course, is an engineering responsibility. 

Special Services: Of all the anachronisms in the Veterans’ Adminis- 
tration, Special Services is the greatest. This is the recreational 
service in hospitals. It is set up as an entirely autonomous service 
over which the Chief Medical Director has no control whatsoever, 
although the activity of a patient in a hospital has a very direct effect 
upon his recovery. Like most bureaucracies, it often makes work to 
justify its existence. It has a very large staff, some of which—believe 
it or not—or certainly were when I was Chief Medical Director, are 
athletic directors in tuberculosis sanatoria. 

It is a paradox that doctors are trying to get patients out of hospitals 
in as short a time as possible, while the activities of Special Services 
are directed toward enticing them to stay longer. This is a very 
necessary service, especially in the domiciliary type of institution, but 
it certainly should be a part of the medical service where its activities 
can be coordinated with treatment. 
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Conclusions: A fine medical service, one of the greatest importance 
not only to veterans but also every citizen of the United States, is in 
grave danger of rapid deterioration. The confidence of medical 
educators, upon which the quality of this service depends almost 
entirely, has been severely shaken by the summary dismissal of a Chief 
Medical Director who had, by resisting bureaucratic interference in 
purely professional matters, incurred the displeasure of the Adminis- 
trator of Veterans’ Affairs. Unless this situation is corrected without 
delay, the damage will be irreparable; because never again can this 
service be rebuilt. 

The responsibility for the development of this situation can be laid 
at the door of the Administrator of Veterans’ Affairs. While person- 
ality conflicts may have aggravated the situation to the point of 
intolerability, the primary cause was the insistence of the Adminis- 
trator upon personal interference in matters which lie clearly within 
the operating responsibility of the Chief Medical Director. It is 
evident that the Administrator holds highly erroneous views upon 
the nature and scope of medical care. 

The appointment of a new Chief Medical Director does not solve 
the problem. There is no man living who can operate a good medical 
service under the conditions which Dr. Magnuson faced. 

The Department of Medicine and Surgery must be given operating 
control, under the broad direction of the Administrator, of all aspects 
of medical care, including hospitals and all who serve in hospitals. 
I do not believe that this can be accomplished under the present 
Administrator of Veterans’ Affairs. 

Senator Humpurey. Senator Hill, do you have any questions? 

Senator Hitit. The general has made himself so clear and has 
spoken with such forthrightness and so definite that there are not 
many questions. He has answered most of the questions that | 
might otherwise have asked him. 

Let me ask you this, General: Is it not true that in our Armed 
Forces your concept here as to the over-all commander and the person 
or officer responsible for medical care is carried through? 

Dr. Hawzey. There can be no question. I know that there are 
many doctors, who have had experience in large organizations, who 
would disagree with that. You have got to sacrifice something of 
personal liberty whenever you are joining an organization. There 
cannot be two bosses. The commander of a regiment is responsible 
for the medical care of his men, and that goes straight up through. 

[ agree completely with Dr. Rusk, that so long as the Federal 
medical services are divided among the various departments, it would 
not be wise to separate out the medical care of veterans from the 
general administration of all veterans’ affairs, and that the Adminis- 
trator must be responsible for everything that goes on in the Veterans’ 
Administration. There can be no question of who is boss. It is 
only a question of how he exercises that authority. 

Senator Hitt. How he delegates his authority? 

Dr. Hawxiey. That is right. 

Senator Humpurey. Just picking up from your observation as to 
who is boss, an observation that I would concur in, is it not possible, 
under the existing arrangement of the VA, to get this kind of coordi- 
nation and integration at a hospital level with direct lines of authority 
coming up to the Chief Medical Officer, so that your supply and your 
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personnel and your special services are under at least coordinating 
supervision of your Chief Medical Director? 

Dr. Hawtery. It is quite possible, and it is very simple. It was 
very complicated under General Bradley because of the 13 branches, 
and each was a little Veterans’ Administration in itself, and each had 
a boss in the 13 areas. That complicated my having direct control 
of every hospital. 

However, General Bradley put out a letter in writing that in all 
medical matters | gave orders in his name, which meant I could call 
up one of his Deputy Administrators and say, “The Administrator 
directs that you do such-and-such in that hospital.’ 

Now, when these Deputy Administrators, as they frequently did, 
came into central office on business, always they came into my office 
and discussed their hospital problems, and they did not take them up 
with General Bradley. If they did, he would tell them to come down 
and talk them over with me, and they soon learned that he expected 
them to talk over their medical problems with the Chief Medica! 
Director. 

Senator Hii. In all medical matters, you were his chief of staff; 
is that not right? 

Dr. Hawtry. aor was exactly the position. Obviously, I did 
not run wild with it. If something new came up and es was no 
policy, I would > oa go up and discuss it with him and say, “Now, 
what do you think should be done in this case?” There was the closest 
of personal relationships and the happiest of official relationships. 

Dr. Drent. In the administrative organization of the Veterans’ 
Administration, do you feel that it is a handicap to effective operation 

have an Assistant Administrator of Supply, of Special Services, 
and of Construction, who are completely outside of the medical serv- 
ice, and having, as I understand, the authority and responsibility 
coordinate with the Medical Director? 

Dr. Hawtey. Well, there are many cases where the Chief Medical 
Director is not even coordinated; he is submerged. 

Now, as to supply, I wouldn’t want vou to take my figures, but it 
seemed to me when I was there the figure was given to me that 80 
percent of all of the supplies pure shased by the entire Veterans’ Ad- 
ministration were medical supplies. Well, it seems rather absurd to 
set up a huge operating divi ision there to buy 20 percent of the supplies 
for the rest of the Veterans’ Administration and 80 percent for one 
servic ‘2, 

Furthermore, this joint procurement of the Army, Navy, and Air 
Force is really a wonderful thing, and General Bradley would have 
been perfectly willing to go into it and just have the Army depots 
supply veterans’ hospitals under their standards, and everything else 
there, which would eliminate the necessity for a large supply organ- 
ization within the Veterans’ Administration. 

As to Special Services, there is no question it ought to be a part of 
the thing, 

Construction is different, ae almost all of the construction, 
perhaps, or 95 percent of all of the construction in the Veterans’ 
Administration is medical; and sell we are not engineers, and when 
it comes down to after the design—-we ought to have an awful lot to 
say with the architect in the design—we ought to have the final say, 
because, while there are certain architectural and engineering prin- 
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ciples, it ought to be a coordinated effort in which, as nearly as possible 
all of the medical requirements could be met; and then, after thai, 
turn it over to the Construction Department for the building of th: 
institution. 

Senator Humpurey. You see, one point that I gathered out of these 
hearings is a problem of definition. General Gray has told me thai 
he always relied upon his Chief Medical Director for all matters 
that are medical; but the question is, What do you mean by “matters 
that are medical’? I think that that is the thing. 

Dr. Haw ry. It is perfectly obvious from the facts in the casi 
that he considers anything beyond actually giving a patient a dos 
of medicine or taking out his appendix is not medical; and that is 
where we split. 

Senator Humpurey. That was the basic disagreement, as I saw it 
between Dr. Magnuson and the Administrator. The Administrato: 
had what I would call a restricted, letter-of-the-law point of view 
to what medical matters were; and Dr. Magnuson took very much, o! 
course, the same position that you have here: that this matter of th: 
design of a hospital, of supply, personnel, budgetary control in th: 
hospital that these were matters that likewise pertained to medica! 
matters. 

Dr. Hawtey. I think that you could draw not too bad an analogy 
with industry. Take the manufacture of automobiles. It is evident 
that the Administrator of Veterans’ Affairs, if he operated in the 
same way, would restrict to technical management just the people 
who screwed on the nuts on the bolts, and that he would have an 
entirely different management for the operation of the power, and 
the construction of the factory, and everything else. And he would 
limit it just to the people who had wrenches in their hands, putting 
nuts on bolts; that would be the only technical function there. 

Well, that seems to me to be his view of the medical services, and it 
is only what the doctor does to a patient in the operating room 
that is medical, and everything else is something else. 

That just simply isn’t true. A hospital is a medical institution, 
even to the charwomen who scrub the floors, and you cannot get away 
from it and have good hospitals. 

Senator Humpurey. I noticed, Dr. Hawley, in your last paragraph 
of your prepared testimony, where you said as follows: 

The Department of Medicine and Surgery must be given operating contr 
under the broad direction of the Administrator, of all aspects of medicial car 
including hospitals and all who serve in hospitals. I do not believe that 
can be accomplished under the present Administrator of Veterans’ Affairs. 

What I am led to observe from that statement is that there is a 
vood deal of reliance, for corrective or remedial measures here, upo! 
the nature of the Administrator. 

Now, what I am worrying about is this: How can you depend upo. 
a long-term medical policy in veterans’ hospitals in a situation 
wherein you base your faith or your trust in that program strictly 
on the personality or the character of an Administrs ator? Is there no 
something else that can be done which is more sure? 

Dr. Hawiry. Well, Senator, I am not an expert in managemen! 
but I have a profound belief that often a cure can be worse than « 
disease. For example, if you set up a separate Medical Burea 
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there, you would have the danger of getting a Chief Medical Director 
who was not any good, and you wouk 1 have trouble getting rid of him. 

I do believe very firmly that this investigation here, and the 

thoroughness with which you have gone into it, will certainly be a 
cuide to any future Administrator of Veterans’ Affairs for some 
years, whether or not it is a matter of law. 
- Here it is before a competent body. Whether you do anything 
about it other than to publish a report, a sympathetic report—and I 
am sure it will be sympathetic—it will take a very bull-headed Admin- 
istrator to operate under any other policies than I think have been 
shown here by this investigation. 

I think we have got to rely on people; and, as I said off the record 
awhile ago, a poor administrator can louse up a perfect organization, 
and a good administrator can make a very bad organization work 
smoothly. I just do not think that you can put it down in writing. 

Dr. Rusk. I certainly would like to second what Dr. Hawley has 
said. It seems to me with the management survey that is going on 
now, by a competent group who should know the score on stream- 
lined administration, and with the exhaustive study a committee of 
this caliber is making, that a report with recommendations on the 
situation as you see it, it seems to me, will be corrective to a degree 
that seldom comes without specific legislation. 

Senator Humpnrey. Do you think we should hold up any re oo 
this committee makes until we have had this management survey 

Dr. Rusk. No, sir. 

Senator Hity. Do you not think we ought to make a report, with 
the idea in mind that after the survey comes out we can file an addi- 
tional report if we want to, but it is a report on what we have found up 
to date? 

Dr. Rusk. Yes. 

Senator Hiti. Would that be vour thought? 

Dr. Hawtey. Yes, sir. 

Dr. Rusk. L think we are in the position now to go back into the 
medical situation of a patient who is on the verge of a relapse—and by 
that I mean the feeling of the doctors toward veterans’ medical serv- 
ice. And it seems to me that an understanding report from this com- 
mittee would be the transfusion of whole blood into the whole situa- 
tion, and it would give a feeling of confidence to the medical profes- 
sion that nothing else would do. 

There is incorporated in our report that oae manager of a hospital 
in Los Angeles paraplegic center stated that if his vocational counseling 
aid job placement services were adequate, that he could get 50 
paraplegics out of that hospital within 30 days. ‘The patient-day cost 
in that hospital was $12 a day, and that is $600 a day these individuals 
were costing the Government, when they wanted to be out in the 
community and at work. 

L think that obtains throughout the Veterans’ Administration. | 
think it is tremendously important that we emphasize the total 
responsibility in medical care and the total concept, because if we do 
not continue to have a dynamic program which takes the patient out 
of the hospital and back into the community, we are — with an 
insoluble problem, for at the end of World War II we had 3,500,000 
veterans from World War I still alive, and their average ye was 
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53. In 2000 A. D., with the increasing expectancy, we will have 
3.700,000 veterans from World War II still alive, and their ave rage age 
will be 78. 

So unless we have the dynamic approach to treat and train and get 
back into the community, we have a veterans’ burden that seems to 
be almost economically insoluble. 

Dr. Hawtey. May I add to that, that is where we split with the 
veterans’ organizations. The veterans’ organizations regard hospitals 
as a comfortable place for the veteran to reside. We regard them as 
a place to get the veteran back and restored in the economy of the 
country. 

Senator Hix. Is it not true that before this last war, so many 
veterans’ hospitals really became not hospitals but more veterans’ 
homes? 

Dr. Haw.ey. Senator, within 6 months after General Bradley took 
over, we reduced the average stay of a veteran in a veterans’ hospital, 
and this included the domiciliary incurable ones, from 43 to 19 days. 

Senator Humpurey. | want vou to know, General Hawley, that in 
the past week we were privileged to have four representatives of the 
American Legion that were here, that agreed with your position, and 
yours, Dr. Rusk, completely, on the matter of medical care. And ] 
think there is real progress being made in some of these organizations 
where the rehabilitation officers and the men that are concerned with 
medical care have had a chance to see what is developing in the vet- 
erans’ hospitals in terms of better medical care. I think their attitude 
has changed, and it is coming along toward the position that you have 
announced today. 

Dr. Haw ey. | would like to say that from 1945 on, the Depart- 
ment of Minnesota of the American Legion has been the most pro- 
gressive of any veterans’ organization which I have come in contact 
with. That bunch of people up there who have been interested in the 
veteran for years, and get nothing out of it—that has been, from the 
time I went into the Veterans’ Administration, the most progressiv: 
of any veterans’ group that I have ever come in contact with. And 
my first introduction to them was that they sent a committee to 
Washington to beg me not to build a tuberculosis hospital down in 
Albert Lea, but to build it up in the center in Minneapolis where they 
could get some care. That was my first contact with the American 
a in Minnesota, and I have spoken at their State conventions at 

. Cloud, and I have had many contacts with that group up there 
: agree with you that their approach to this problem is the correct one. 

Dr. Rusk. I would like to make one further statement about the 
American Legion. I think if we had an adequate rehabilitation 
counseling service and job plac ement service, that it could be woven 
into the entire veterans’ organization picture, and they would be the 
people that would implement this out in the community, and the 
would love to do it, the rehabilitation division of the American Legion, 
if they were given that on an organized basis, ‘‘ Here is John Doe, who 
ean do this and that, and here is his disabilitv, and he needs this kind 
of a job; and will vou help us find one for him?’ I think that the 
would come right into the whole thing. 

Senator Humpurey. A private organization, or semipublic organi- 
zation, with vour Veterans’ Administration program. 





MEDICAL CARE FOR VETERANS 219 


Dr. Rusx. But in vocational counseling, when you have only 100 
individuals in the budget to look after one hundred-odd-thousand 
patients, it is Just absurd to think that you could have that. 

Senator Hitt. As you know, there has been a debate raging here for, 
I would say, about the last 2 years, over the construction of a lot of 
new hospitals, providing 16,000 additional beds. General Hawley, 
do you have any ew thought about that? 

Dr. Hawiery. Well, it is stupid on the surface to build more hos- 
hospitals than you can a aff, and that is the situation that the Ad- 
ministration is in now. I think it is of much greater importance 
that 85 percent of the veterans be given first-class medical care and 
15 percent be denied all medical care, to exaggerate a point, than it is 
to give 100 percent of the veterans second- or third-class medical care. 

Dr. Rusk. I would have to say one thing to that point. I agree 
totally with General Hawley that experience has dictated that the 
figure that he and Dr. Magnuson gave over 3 years ago—that they 
could not adequately staff more than 120,000 beds—has been proved 
absolutely true, because the beds are not staffed today. But I think 
one day, as we pointed out in our report in some detail, the thing that 
has to be decided is how far we are going to go with the non-service- 
connected case, and that is the crux of the problem. At the present 
time we are measuring this with an elastic ruler, the elastic ruler being 
that the non-service-connected patient will be accepted if there is a 
bed available and when there is a bed available. You fill up your beds, 
and there is pressure for more beds that you cannot staff, and it is a 
vicious circle. 

I think it is the No. 1 problem in veterans’ affairs that has to be 
decided today, if you are going to have a long-range planned program 
that you can count your marbles and know just exactly what you 
have to do. 

Dr. Hawuey. I would add to that that you have sufficient beds now 
to hospitalize from here on out, every service-connected case left. 

Senator Humpurey. Every service-connected case? 

Dr. Hawuery. Yes, sir. 

Senator Hm.it. What should you do, if anything, about the non- 
service-connected, whether or not you should let them go to their 
local hospital, so to speak? 

Dr. Hawuey. I will tell you what I think is only fair, and I think 
that they should be treated like any other citizen in the country. | 
think that their ability to pay for medical care should be checked, as it 
is in every voluntary hospital in the country. If they are unable to 
pay, take care of them. Nobody wants that. ‘That is one gesture we 
can give to the veterans, and say that ‘‘You will never go without 
medical care.’ But I think that their ability to pay should be 
scrutinized. 

Under the present law, vou cannot even question the signature of the 
veteran on his P—10 applic ation, and it is not unusual for veterans to 

sign a P-10 and come in for treatment, and deposit for safekeeping in 
the hospital savings bonds and securities for $5,000 or $6,000. And 
there have been, in the last few years, veterans dying with non-service- 
aly conditions, and leaving estates of as much as half a million 
daouars, 
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Well, there you have got abuses creeping into a thing which was set 
up with the very best intentions in the world. And I think that we 
ought to have measures to correct abuses only. 

Dr. Dieu. On this number of beds, Se nator Hill, one other aspect 
of it that I would like to mention is that with this program that has 
been instituted, the active medical program, these hospitals are taking 
care of, with the same number of beds, at least 30 percent, 30 to 40 
percent more patients per year than they were under the old program, 
so that the institution of this deans committee, this new medica] 
program, is equivalent to building 30 to 40 percent more beds, because 
the turn-over of the number of patients is increased by at least that 
much. 

Senator Humpurey. | think that I should say to Dr. Rusk and Dr 
Hawley here in particular, that I happen to have been a member of a 
subcommittee that made some investigation into this curtailment of 
hospital construction, and, as with all investigations, the conclusions 
that the committee draws ultimately are based upon the testimony 
that is provided during the period of the hearing. And State after 
State, where hospital curtailment had been ordered, produced doctors, 
chairmen of the county medical society, professors from colleges, 
American Legion, VF W, DAV representatives, affidavits from mayors 
and statements from governors, saying that they could staff this hospi- 
tal, and there was not a shadow of a doubt that they could staff the 
hospital, and the hospital was desperately needed, and that the com- 
munity was in real distress. 

Well, now, when you get down to that, gentlemen, the job of the 
Congress of the United States is to at least represent the views and 
the attitudes and the needs of its constituency. 

Dr. Hawury. There are two observations to make on that. You 
might suggest that they try it out by getting staffs for Beckley and 
Charleston, W. Va., two beautiful hospitals that are standing idle 
down there, and just see whether it is possible. 

The second thing is that things like this, as has been shown here b\ 
this testimony, drives these residents out of the Veterans’ Adminis- 
tration. 

Now, when I testified before committees of the Senate and the 
House on the starting of the residency program, naturally one of the 
questions most frequently asked me was, “Well, this is going to be a 
costly program, and what is the Government going to get out of it? 
You are going to train these young men, and then they are going out in 
private practice.” 

I said at that time if we retained only 10 percent of the residents 
that we trained as career men in the Veterans’ Administration, we 
would be way ahead of the game, and that we break even if we retain 
only 5 percent. 

I have been perfectly amazed at the number, until recently, of men 
trained in the Veterans’ Administration who have remained in it as 
a career. 

Dr. Rusk. More than half. 

Dr. Hawxey. | had no idea. I thought it was 10 percent, and 
now it is more than half. 

Now, if we are going to destroy confidence, it is these people whom 
we have got to depend on for staffing places like Beckley and Charles- 
ton and places like that, and many of these young men would not 
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want to spend their life there, but here is a man certified in surgery 
who would like to go down there as chief of surgery in a place, ‘and 
he would take that ‘plac e for the job that he would get. 

I remember the people that you sent up into Fargo. We couldn’t 

vet an experienced surgeon to go up to Fargo, N. Dak., but here 
was a boy trained, and if he starts any place else he is going to be 
No. 3 or No. 4 man underneath, but he goes up there because it 
gives him a professional opportunity that he could not get any 
place else. 

So, if we do not encourage these men to stay in after their training, 
we will never staff these hospitals. We do not staff Minneapolis 
Hospital because the university will do it for us, but we have got to 
depend on these people we have trained to staff these outlying hos- 
pitals, where there are no universities to train them to do it. 

Senator Hii. General, you were talking earlier about the hospitals 
before World War II. One of our witnesses made the point that 
they were good hospitals because they were approved by the American 

College of Surgeons. 

You are now the director of the American College of Surgeons, 
and what did that approval constitute, and what was that? 

Dr. Hawvey. That had nothing to do with the quality of profes- 
sional care. It had largely to do with the physical equipment of the 
hospital, and the cleanliness, and things like that, and I suppose they 
met the standards. 

Senator HumpHrey. May I just make the statement that after we 
have analyzed the testimony which has been given at all of these 
hearings, we may have some questions on whic h we would like very 
specific instruction or advice or your suggestions, and what I want 
to ask right now, while you are present with us, is whether or not we 
can expect your cooperation in answering such questions, which we 
will send to you by mail or direct to you by some form of com- 
munication? 

Dr. Hawxey. Yes, indeed. 

Senator Humpurey. We will recess at this time until Monday 
morning at 10 o’clock. 

(Whereupon, at 12:45 p. m., the committee recessed until 10 a. m. 
Monday, March 12, 1951.) 


> 











VETERANS’ ADMINISTRATION POLICY CONCERNING 
MEDICAL CARE FOR VETERANS 


MONDAY, MARCH 12, 1951 


SPECIAL SUBCOMMITTEE To INVESTIGATE 
VeTERANS’ ADMINISTRATION Poticies WiTH 
Respect to Hosprran ADMINISTRATION OF THE 
ComMMITTEE ON LABOR AND PusBLic WELFARE, 
UNITED STATES SENATE, 
Washington, D.C. 

The subcommittee met at 10 a. m., pursuant to recess, in room 155, 
Senate Office Building, Senator Hubert H. Humphrey (chairman of 
the subcommittee) presiding. 

Present: Senator Humphrey (chairman of the subcommittee). 

Also present: William G. Reidy, profe ssional staff member. 

Senator Humpurey. Mr. Pakiser? 

[am going to start right out with this, Mr. Pakiser, and I think some 
of my colleagues will be here a little later. We have so many commit- 
tee meetings right now that it is rather difficult to get a full member- 
ship of the subcommittee. We are, however, taking this testimony, 
and within this week we intend to conclude our hearings. It is our 
hope to be able to properly prepare a report on the basis of these hear- 
ings for recommendations to our full committee and to the Congress 
as well as to the Veterans’ Administration. 

Now, Mr. Pakiser, will you just state your name and your affiliation 
and the group that you represent? 


STATEMENT OF LOUIS C. PAKISER, Jr., NATIONAL EXECUTIVE 
DIRECTOR, AMERICAN VETERANS COMMITTEE (AVC) 


Mr. Pakiser. My name is Louis C. Pakiser, Jr., and I am the na- 
tional executive director of the American Veterans Committee, an 
rganization of honorably discharged veterans of World War II. 

At the outset, | would like to say that the statement that I would 
like to read was unanimously approved last Friday night by our na- 
tional administrative committee, so that it does represent the official 
committee of AVC. 

Senator Humpurey. By the way, may I ask you just a question or 
two? For the purpose of the record, what is the scope of the AVC 
membership? I mean, vou are a national organization? 

Mr. Pakiser. Yes, AVC is a national organization. We have 
active chapters in practically every State in the Union. 

Mr. Chairman and members of the committee, on behalf of the 
American Veterans Committee | wish to thank the members of this 
committee for this opportunity to appear before you to present AVC’s 
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views on the hospital and medical care program of the Veterans’ Ad- 
ministration. 

Our interest in this vital matter should be obvious. As veterans 
naturally, we are concerned with the welfare of our fellow veterans 
But in line with our basic principle of ‘‘Citizens first, veterans second,”’ 
AVCers are interested as citizens who want the VA program adminis- 
tered efficiently and economically, and in the best interests of the 
veteran-patient himself. 

General Bradley, General Hawley, and Dr. Magnuson have all 
worked hard to provide a veteran medical-care program second to 
none. Mr. Gray has paid lip-service to this ideal; his administrative 
behavior, however, has not seemed calculated to achieve this objec- 
tive. What the team of Bradley, Hawley, and Magnuson built up, 
Mr. Gray seemed determined to tear down, in spite of his statements 
to the contrary. 

The supporters of Mr. Gray have tried to distort and becloud the 
issue and have charged that the American Medical Association has 
tried to take over the medical program of the VA. Since the Ameri- 
can Veterans Committee has never been considered as particularly 
intimate with the AMA, we feel that we are in a position to be rela- 
tively objective on this issue. 

When I refer to that, I refer, of course, to the fact that AVC has 
endorsed the principle of compulsory health insurance, and by doing 
so we have not been on the side of the American Medical Association. 

We feel that this charge is completely false and unfounded. The 
relationship between the “VA and the American medical college deans 
has been a cooperative one that has greatly benefited the American 
veteran and which has been instrumental in lifting the medical pro- 
gram from the depths to which it had sunk prior to General Bradley’s 
administration. The fact that Mr. Gray has over the last 3 years 
weakened the confidence of the medical profession and undermined 
the morale of VA medical personnel is the root evil that cannot be 
obscured by a smoke screen of alibis and distorted charges against 
the medical profession. 

Certain factors we think important include: 

1. Dr. Magnuson enjoyed the full support of Generals Bradley and 
Hawley; this is a tribute to their leadership and administrative quali- 
ties; the fact that the situation has deteriorated rapidly under Car! 
Gray is no tribute to his leadership qualities. The burden of proof 
would seem to rest upon Mr. Gray as to who is responsible for the 
retrogression in VA medical care. 

With the approval and full support of Generals Bradley and 
Hawley, Dr. Magnuson established the excellent cooperative arrange- 
ment between the VA and the medical school deans. This was a 
tremendous step forward and deservedly won the applause of con- 
gressional leaders. The great gains made under this arrangement are 
now endangered by the fumbling and inept administrative practices 
of Carl Gray. 

The fact that Dr. Magnuson enjoys the confidence of the medi- 
‘al profession is an asset to the VA and to the veteran. No coopera- 
tive program can work without mutual confidence and respect. ‘The 
fact that Gray has ousted Dr. Magnuson has shaken the confidence 
of the medical profession and of VA medical personnel in the present 





MEDICAL CARE FOR VETERANS 225 


VA Administrator, regardless of the abilities of Dr. Magnuson’s 
successor. 

The basic issue is not the doctor versus layman. We believe in 
the supremacy of lay administration here, as much as we believe in 
civilian supremacy over the military. The point is that the top lay 
administrator should not make arbitrary medical decisions without 
weighing the judgment and advice of the responsible medical officials. 

(Nor would the civilian heads of the Defense Department send an 
untrained ignorant layman to assume command of our troops in 
Korea.) We would not favor autonomy for the Department of 
Medicine and Surgery in the VA; we would favor top administrative 
leadership that gives careful consideration to an informed medical 
judgment before making a policy decision that affects the medical 
care of the veteran. 

5. Mr. Gray’s activities in the medical field—climaxed by his 
ouster of Dr. Magnuson—are paralleled by his blunders with respect 
to other aspects of VA’s administration. His ‘absentee administra- 
tion,”’ especially during the first year of his regime; his inability to 
cope with the substantive phases of other VA programs; his use of 

‘kitchen cabinet”’ as a substitute for staff meetings with his de aint 
ment heads; his blind and destructive opposition to the reforms 
recommended by the Hoover Commission—I might add here that 
AVC is the only veterans’ organization which has in principle approved 
the Hoover Commission recommendations for reorganizing the 
Veterans’ Administration—and in general, his failure to approach in 
any sense the high standards of leadership exercised by General 
Bradley—all reflect an administration unworthy of the’ American 
veteran and of the American citizen. 

There are some observers who, disgusted with the poor quality of 
Gray’s administration, have leaned toward proposals that would 
write into the law provisions designed to protect the integrity of the 
VA medical department. Such statutory provisions, however, could 
not guarantee effective administration. We would-still prefer to 
ee the VA Administrator responsibie for the over-all guidance of the 
VA program-——but we would like to see a man of statute vested with 
responsibility for maintaining the highest standards of publie service 
in the VA. A broad-gaged Administr: ator = such stature would 
guarantee that the best informed medical judgment would be given 
proper consideration in every major medic J decision. 

We do not presently have such a broad-gaged person occupying 
the post of VA Administrator. We need a big man for this big job. 
The American veteran needs him. The Congress and the President 
need him. Reluctantly, we conclude that Mr. Gray, whatever his 
good intentions, is not the man we need. Reluctantly, but firmly, we 
urge the dismissal of Mr. Gray and his replacement by a successor 
who merits the confidence of the veteran, the VA personnel, and of the 
people of the United Siates. 

Senator Humpurey. Now, Mr. Pakiser, as I understand it from your 
testimony, vou are not advocating a separate, autonomous VA 
Bureau of Medicine. Is that correct? 

Mr. Pakiser. That is correct; ves. 

Senator Humpurey. You feel that the VA medical program, under 
the administrative set-up of the Veterans’ Administration, can be 
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integrated and stabilized for good medicine by over-all top adminis- 
trative coordination; is that correct? 

Mr. Paktser. Yes; I believe that is correct. We certainly don’t 
agree with the ideas that have been expressed by some doctors, that 
the medical profession, because they know all about medicine, should 
be given complete control of the administration of medicine. We 
don’t think that is correct. This is a somewhat broader issue. 

As far as the present administration is concerned, we favor the 
continuation as it is; that is, with the VA Administrator responsible 
for the administration of the medical program, too. However, we 
have favored in the past, in testimony before both Senate and House 
committees, Reorganization Plan No. 27 of the President, which 
would create a Department of Health, Welfare, and Education. If 
that were adopted, certain changes would be made in the VA as well 
as other medical set-ups in the country. 

Senator Humrurey. I think you would be interested to know that 
on the occasion of the testimony of Dr. Rusk, Dr. Hawley, and Dr. 
Harold Diehl, of the University of Minnesota’s School of Medicine, 
they, too, recommended the inclusion of VA medicine under the general 
direction of the VA Administrator and expressed opposition to a sep- 
arate Bureau of Medicine or Department of Medicine exclusive of 
the VA Administrator. At least, that was their feeling, as long as 
we have the over-all VA administration. 

Now, has the American Veterans Committee made any particular 
effort to become acquainted with veterans medicine by any of your 
field men? Has your organization had men that have visited hos- 
pitals and talked with doctors? 

Mr. Pakiser. Yes, sir; that is correct. A good many of our chap- 
ters are engaged in the VA-VS voluntary program, our chapters and 
auxiliaries, in which our charters, leaders, and members of our charters 
and auxiliaries, go out to the hospitals and visit the patients in those 
hospitals mainly to cheer them up. But in doing so, they learn a 
great deal about what goes on in the hospitals, too. And we have 
received reports from a good many of our people in the field about 
arbitrary interference on the part of Carl Gray in the internal man- 
agement of individual hospitals. For example, in California, one of 
our VA-VS teams gave us a story about how Carl Gray objected to a 
certain hospital there ve guinea pigs for testing purposes, be- 
cause apparently Mr. Gray has some deep prejudice against guinea 
pigs and wanted them removed. We have heard reports from some 
of our VA-VS groups, people who work and talk with the patients, 
doctors, and personnel, that, for example, when Carl Gray visits hos- 
pitals he attempts to take over the management of those hospitals 
during the period of his visit, even to the extent of telling ambulances 
where they should or should not go, which in at least one case we 
understand has led to a serious breakdown in ambulance service in 
one hospital. The general story we get is that probably without any 
malice Carl Gray has wanted to make his power known wherever he 
goes, even to visiting the individual hospitals and, instead of cheering 
up the hospitals and finding out what goes on, starting to order people 
around and directly interfere with the management of individual 
hospitals. 

Senator Humpurey. Do you have anything further that you would 
like to bring to the attention of the committee, other than your pre- 
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pared statement? Any comments as to what you think we might do as 
a committee to more fully state the policy of the Veterans’ Administra- 
tion in reference to veterans medicine? You see, we have no control 
over the matter of the appointment of an Administrator. I appreciate 
your comment, and it is surely welcome for the record. However, 
what our committee is fundamentally concerned with is the matter 
of examining the present medical policy, any elements within it 
that might indicate a relapse or deterioration, and what we could do 
as a committee in stating a policy or a program that would guarantee 
or at least make more certain an adequate medical program for the 
veteran. Now, what suggestions, if any, do you have, other than 
what you have given? And, by the way, you have given some good 
suggestions In your testimony. 

Mr. Paxtser. I think this committee has already done a wonderful 
job, in that it has investigated very effectively so far what has been 
coing on. It has brought to this committee some of the top experts 
in the country. And, of course, these medical experts that have testi- 
fied to this committee, the medical deans and the Association of Ameri- 
can Medical Colleges, have given real expert opinion. Our opinion is 
only that of veterans, who are not really experts in medical affairs, but 
who are interested in it as veterans and also as citizens. But this com- 
mittee in presenting to the public and widely publicizing what is going 
on in the VA, I think, has rendered a great service, and although | 
suppose you can’t say Carl Gray should go, the results of the material 
that you have presented certainly reflect very much on the leadership 
qualities of Carl Gray. 

[ think your main job is to bring these facts widely to the attention 
of the American people. I think also if there are enough funds you 
might go into the veterans’ hospitals with members of the staff and 
find out by looking at them personally whether some of the statements 
made were true. 

Senator Humpurey. I think that would be a very worthy objective. 
In fact, I wish we had the funds and the time of this committee to go 
to the respective hospitals. We have, however, in the course of the 
testimony, tried to bring in people from different parts of the country, 
so that we have had a relative cross-section of the VA medical program. 
And we have had many written reports which have not been presented 
to us orally but have come in the form of statements, which we will 
use to round out the record, and from which we will draw observations 
for the final report of the committee. 

Now, if you have nothing else, we can include your testimony in the 
record. 

We thank you very much. 

Mr. Paxtser. I would like to say just in conclusion that the fine 
work that this committee has done supplements some other excellent 
work that has been done by a House committee, the House committee 
under Representative Teague. Representative Teague has concerned 
himself mainly with studying the GI educational program, and the 
facts that have been uncovered by the Teague committee grossly 
parallel those that have been uncovered by this committee in the 
medical practices of the VA; so that the work of these two committees 
combined has contributed a great deal to public enlightenment on 
What is going on in the VA, 
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Senator Humpurey. I am familiar with Congressman Teague’s 
investigation and his committee work, and I agree that he has made 
an exhaustive and very interpretative study of the VA educational 
program. 

Well, I want to thank you very much, Mr. Pakiser, and thank th 
American Veterans’ Committee on behalf of this subcommittee fo: 
your willingness to come before us and to testify and to give us. th 
benefit of your advice. Needless to say, I feel very friendly toward 
your organization. 

Thank you. 

Mr. Pakiser. Thank you very much, sir. 

Senator Humpurey. Mr. McCormick, the purpose of this subcom- 
mittee is narrowly confined to the medical aspects of the Veterans’ 
Administration program. We are not at this time considering any 
over-all organization or reorganization of the VA. I know that the 
Hoover Commission has its own particular proposal on that. We 
are, however, definitely concerned with how we can maintain a high 
standard of medical care within the confines of the Veterans’ Admin- 
istration; and, as you know, this was all high lighted by the recent 
dismissal of Dr. Magnuson. 

For your information, we have had rather extensive testimony. 
We have not tried to make too much fanfare out of it. We have been 
primarily interested in results and not headlines. What we have 
attempted to do is to get as much information as we can from the 
VA itself. We have had Carl Gray, the Administrator, in to testify 
rather extensively. We have had Dr. Magnuson in to testify. He 
gave us several hours of his time in testifying, with many case examples 
We had Doctors Hinsey and Wood, Dr. Hinsey of Cornell, the chair- 
man of the deans committees, and Dr. Wood of Emory College, the 
chairman of the committee on relationships of the medical colleges 
to the VA. We have had Dr. Hawley, former VA Medical Director, 
Dr. Howard Rusk, who on many occasions has consulted with the 
Va and I am sure has worked with the Hoover Commission on your 
task force. 


STATEMENT OF ROBERT L. L. McCORMICK, DIRECTOR OF RE- 
SEARCH, CITIZENS COMMITTEE FOR THE HOOVER REPORT, 
ACCOMPANIED BY CHARLES B. COATES, VICE CHAIRMAN 
AND GENERAL MANAGER, E. RANDALL BACKLUND, ASSIST- 
ANT DIRECTOR OF RESEARCH, AND JACK PORTER, STAFF 
MEMBER, CITIZENS COMMITTEE FOR THE HOOVER REPORT 


Mr. McCormick. Yes, he was on the Eberstadt Task Force u 
charge of the armed services medical survey. 

Senator Humpurey. We also had Dr. Truslow from the Virginia 
Medical College at Richmond, who has had experience in the establish- 
ment of the deans committees, Dr. Harold Diehl, the dean of the 
College of Medical Science of the University of Minnesota, Dr. Diehi! 
being one of the pioneers in this whole field of cooperation on the part 
of the medical college with the VA. We have had representatives o! 
the VF W, the American Legion, and the American Veterans Com- 
mittee. So we have had what we consider to be a relatively good cross 
section of opinion, and expert testimony, on this particular problem; 
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and any advice and counsel that you can give us will be very very 
much appreciated, because we are atte mpting, conscientiously attempt- 
ing, to try to be of assistance in guaranteeing a higher quality of medi- 
cal care and less of what I call bureaucratic interference with the stand- 
ards of medical care. 

With that as a prefacing statement to bring you up-to-date as to 
what has transpired, I am going to leave it up to you. You know the 
procedure. Just give your name and your affiliation, and go ahead 
with your testimony. 

Mr. McCormick. My name is Robert L. L. McCormick. I am 
director of research for the Citizens Committee for the Hoover Report. 
My purpose in appearing before you today is to set forth some 
salient points from the Hoover Commission’s report and from that of 
the Task Force on Federal Medical Services. 

Senator Humpurey. At this point we will incorporate your entire 
prepared statement in the record, and you may proceed to discuss 
it in your own way. 

(The prepared statement of Mr. McCormick follows:) 


STATEMENT BY Rospert L. L. McCormick, Director or RESEARCH, CITIZENS 
COMMITTEE FOR THE HOOVER REPORT 


My name is Robert L. L. McCormick. I am director of research for the Citi- 
zens Committee for the Hoover Report. My purpose in appearing before you 
today on the VA medical situation is to set forth some salient points from the 
Hoover Commission’s Report and from that of the Task Force on Federal Medi- 
cal Services. These reports bear directly on the problem which confronts you. 
The Commission’s original research comprised almost 1,000 pages of strong facts, 
prepared by over 30 of the outstanding medical experts in the Nation. Events 
since publication in 1949 have supplemented these findings and proven anew their 
validity. 

The Citizens Committee shares with others who have testified before you a 
deep concern for the adequacy of medical care for our veterans. 

Our mutual concern, Mr. Chairman, is to give to our veterans the best possible 
medical service, and to do so at a reasonable cost. There are probably a variety 
of methods by which this could be accomplished. Of these we advocate one. 
However, today we do not intend to debate the answers. We wish only to lend 
our experience to you who are attempting to decide if there should be what one 
might eall an indictment. 

[t is clear that, regardless of the eventual solution, the present method and 
organization used in administering the VA medical program has run into diffi- 
culties. These difficulties threaten to disrupt, and might even destroy, the medi- 
cal service a grateful Nation wants to give to the veteran, particularly the disabled 
veteran. 

The immediate events which led to these hearings can, for the most part, be 
traced to the organization deficiencies within the Veterans’ Administration. The 
need for better organization in the VA was recognized by the Hoover Commission 
Task Force on Federal Medical Services; the Trundle Engineering Co., which pre- 
pared the general report on the Veterans’ Administration; and the Hoover Com- 
mission itself. Putting it another way, the present crisis was no surprise to those 
men who have been studying these problems. 

The passage of time has served to confirm these findings of the Hoover Com- 
nission and its task forces with respect to veterans’ medical care. 

[ have no wish to dwell upon the validity of that Commission’s findings. You 
all well realize this fact. I will, however, give you one example. In a report 
issued January 26, 1951, the deans committee, composed primarily of the chiefs 
of major clinical services, of the Minneapolis Veterans’ Hospital, stated the parallel 
tween the findings of the Hoover Commission and their own experience. In 
referring to the reports of the Rusk Committee and the Hoover Commission, this 
Minnesota group said: 

It seems to the committee that insofar as our own experience and our proposals 
changes would prove to parallel those presented by the Rusk and Hoover 
ports, they might carry more weight than if we should recommend changes at 
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variance with these reports. We can now state categorically that there is nothing 
pertaining to VA hospitals in either of these reports with which we disagree. * * * 
[Italics added.] 

Many other recent citations, establishing the validity and the timeliness of th: 
Hoover Commission’s 2-year-old findings, could be made. 


WHAT THE HOOVER COMMISSION FOUND 


The Hoover Commission found generally that the medicai system of the VA. 
rebuilt since 1946 by Doctors Hawley and Magnuson and the so-called dear 
committee, was giving the veteran the best medical care he had received since 
the establishment of that Administration by President Hoover in 1931. I might 
add that this 5-year period represented the peak in veterans’ care since the estab 
lishment of our Republic. 

Despite this, certain deficiencies, some of them generic to all Federal medical 
operations, were pointed out by the Hoover Commission. I list a few of thes 
below: 

1. Subordination of medical direction to nonmedical personnel.—On page 16 
of the task force report, we find: “In general, in the Federal medical services the 
authority of professional medical personnel is limited and actually subordinat: 
to that of nonmedical personnel. This is most striking within the VA. This 
divided responsibility results in a poor administrative organization, interfering 
with morale and efficiency in the VA hospitals. There is inadequate authorit, 
i! he Chief Medical Director of the VA” 

The arbitrary dismissal of Dr. Magnuson represents a further step in this 
destruc ‘tive process. 

2. Me a wdgn ent and considerations are ignored or minimized in selection of 
hospital sites and in construction.—On page 35 of the task force report, we find 
“In the VA, lay control by the Administrator includes decision, not onlv of what 
hospitals will be built, but also of the location. Both of these matters should bi 
both initiated and finally decided by the highest medical authority in the agency.”’ 

On page xi of the task force report, we find: ‘‘The construction plans often do 
not fit the need of the Veterans’ Administration Medical Department which must 
operate them. Nearly half of the 89 new VA hospitals are being built or planned 
in areas where experience has proven that it will be difficult, if not impossible, 
to secure adequate staffs. Further, construction of these may prevent erection of 
essential hospitals near medical centers which can be staffed and can give the 
best care.”’ 

These two situations were resisted by Dr. Magnuson. 

3. Bureaucrats have infiltrated into technical medical matters affecting the lives of 
veterans.—We find on page 80 of the task force report: ‘The purchase of purely 
medical items, which we may describe loosely as those used to treat patients, is a 
technical function requiring extensive professional knowledge and continuous 
adaptation to the changing techniques of the medical profession. * * * This 
principle is violated in the VA in which the supply service is on an equal basis 
with, and whoily independent of, the Department of Medicine and Surgery.” 

Dr. Magnuson’s protests against subordination of the medical supply system 
(85 percent) to the rest of the supply system (15 percent) were treated like in- 
subordination. 

t. Complete lack of coordination or cooperation exists among the five major Feds 
medical and hospital programs.—On page 13 of the task force report one finds 
‘It is plain from the results of these (the Hoover Commission’s) surveys that the 
Federal Government lacks any means of coordinating the medical programs of 
the separate agencies. So competitive is the environment in which they operat: 
that no ageney can now take a Government-wide point of view. As long as this 
system continues, uneconomical use of medical manpower and facilities wil 
continue.”’ 

Yet, Dr. Magnuson’s feelings on this matter were never recognized in VA’s 
policies. 

5. Malingering at public erpense is too prevalent in VA hospitals. —The task 
force noted that the comparisons between average lengths of stay in voluntary 
as against VA hospitals was as follows (page 20): 
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Voluntary 


hospitals VA hospitals 


Days Days 
A ppendectomy 7.8 11.2 
lonsillectomy 14 8 0 
Hemorrhoidectomy 69 16 1 
Herniotomy (inguinal 


1 Not available; original task force estimate was 27.0 d iys. 


During Dr. Magnuson’s tenure tl Is pe riod of hospitalization Was of first con- 
cern; and the length of stay was being reduced. For example, in Chicago (sur- 
gery), through cuts in length of stay, 2.7 times more patients were handled in 
each bed as against the pre-Magnuson administration. One would hope that 
this drive for speedier healing of veterans played no part in his dismissal. 

Similarly, one would hope that his order to all VA hospitals making entry to 
VA hospitals the prerogative of the doctor and the doctor alone played no 


part in his dismissal. 


a) Pr sonnel, In closi t} is section, we would like to note that the task 
iorce was laudatory of the VA medical personnel arrangements as set forth 

e 1945 Modus Operandi prepared by Dr. Magnuson for Generals Hawley 

Bradley, before Dr. Magnuson retired——-at great financial saerifice—from 

private ende avors to : ssist in reorgal ivit vg the \ \ Thi dics | activities, It seems 
ighly ironic that, only a few years later, he, the head of VA medieal services, 
hould have been deprived by decree from participating, even as an adviser, .in 
the selection of VA hospital administrators In spite of this rebuff, the document 
ie prepared 5 years ago is a historic one in Federal medical activities. Many 
thousands of veterans owe their lives to it. I commend it to vour attention 


ADDITIONAL DEFICIENCIES HAVE APPEARED MORE RECENTLY 


The passage of time has brought to light further deficiencies. These come from 
sources other than the Hoover Commission. bu 
1. Newly constructed \'A hospitals stand lle fo 


underline the point: 


of medica. staff. VA 


hospitals were constructed and opened at Poplar Bluff, Mo., and Beckley, W. Va., 
alt! 


iough it was impossible to obtain doctors and technicians to staff hospitals at 
hose locations. These hospitals were erected against advice of Medical Depart- 
ment, which claimed that patients would get inferior care for lack of skilled 
physicians in such areas, 
As of today some 5,000 badly-needed VA beds are idle because of similar 
bureaucratic decisions, against the advice of medical experts. This is a public 
candal 

In another case, a decision was made to construct a hospital at Miles City, 
Mont., although the Director of Medical Services and his staff made clear its 
opposition on the grounds that: 

1) The construction costs would be high ($50,000 a bed 
2) It would be difficult to staff such a hospital; 
3) There was an acute housing shortage in the community; and 
1) A great shortage of general personnel to service the patients in the hospital 
ted. 
2 Vonmedical persons have transgressed nto technical medical matters. The 
Administrator of VA arbitrarily ordered closed the animal houses at the VA 
hospitals at Livermore and San Fernando, Calif., while on a brief inspection trip. 
He did this without prior consultation with the Medical Director and despite the 
fact that the operation of these animal houses is necessary for the diagnosis anp 
treatment of tuberculosis patients. 

At Waco, Tex., the Administrator ordered all patients back into a building 
letermined by the medical to be dangerous to the health of both the patients and 

irsing staff. He acted without prior consultation with the Medical Department 
which had evacuated all patients from the building to permit construction changes 
o make it suitable for neuropsychiatric patients also suffering from tuberculosis. 
hese examples can be multiplied several score times. 
Administrative personnel in VA violated the principle that medical supply 
hould not be completely divorced from medical specialists —On March 16, 1948, the 
\rmy engineers awarded, without consulting the VA Dental Service, a contract 
for 99 Weber units at $900 each for installation in the 19 newly authorized hos- 


9 
o. 
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pitals. At the time this order was placed, there were on hand in the VA depot 
534 units of the following makes: Weber, 253; Ritter, 175; 8S. S. White, 106 
These units were in a usable condition or could have been repaired. 

Another example (which fortunately was caught by the Medical Department 
was a proposed purchase of 55,000 lingual bars, the type of which had been four 
unsatisfactory in field experience. At the time this purchase order was prepared 
there were 7,234 lingual bars on hand in the depots. As a matter of fact, thi 
Medical Service estimates that the serviceable dental chairs and units on hand i 
the depots totaled an investment of $1,000,000. 

4. Disabled veterans are being “‘farmed out” by \'A hospitals to make room fo 
veterans who have no service-connected disabilities.—On July 12, 1950, General Gray 
told your committee, according to a duly notarized copy of the unedited tran 
script, that the following numbers of disabled veterans were being farmed out 


To Public Health Service hospitals_.............---- 1, 900 
To armed services hospitals_ r hoy reels 2 3, 500 
To private hospitals _ - : alk: ; 12, 000 


Total ; . los a wi oo . gatas 17, 400 


If his figures had been accurate, this would have comprised about 50 percent 
of all disabled veterans. In issuing a statement on this outrageous travesty of thi 
intent of the law, we found—happily, I might add—that the general had some- 
what overstated the sin. The actual figure was 3,993 disabled veterans farmed 
out as of May 31, 1950. Nevertheless, this is disgraceful. It amounts to almost 
15 percent of all disabled veterans. The letter of our chairman, Dr. Robert | 
Johnson, on this point is herewith submitted for the record. I might add that 
Dr. Magnuson feels as strongly about this situation as I do. 


THE MINNESOTA GROUP’S FINDINGS BEAR OUT THE HOOVER COMMISSION’S THESIS 


Deficiencies in the Va medical program cited by the Hoover Commission i: 
1949, are in effect certified by the eminent Minnesota group headed by Dean Dieh 
of the Universitv of Minnesota Medical School as existing today and threatening 
damage to the VA medical program. 

The Minnesota group stated in its report of January 26, 1951: 

‘(a) It is evident that the Chief Medical Director does not have control over 
all hospital functions as we believe he should. At present, authority to coordinat: 
all functions of a hospital exists only in the Office of the Administrator and his 
Deputy. Asa result of this tvpe of organization the Administrator finds himsel! 
in the impossible position of being responsible for all of the minute details of 
operation of a large number of field stations of many kinds and having multipl 
functions. The problem has been met by setting up innumerable directives 
governing “average”’ situations arising in relation to all functions of the VA 
These directives come out of general policies developed in part by the various 
Assistant Administrators but requiring approval of the Administrator. As a 
result, particular problems are usually resolved inadequately and strictly accordin: 
to printed directives, since individualized solutions would usually require som: 
deviation from ‘average’ policy, and therefore would require approval in each cas 
from the Administrator who, of course, cannot have time to go into the detai 
of each situation. The development of a good medical program is much delayed 
and hampered under this bureaucratic set-up. 

““(b) Examples of the most serious conflicts between the Chief Medical Director 
and other Assistant Administrators are so well expressed by the Hoover repo 
that they are not repeated here.”’ 

These Minnesota doctors have an outstanding record in cutting down the aver 
age length of stay. Dr. Magnuson reports, proudly, that these men have cut 
down the average length of stay from 42 days to 17 days in their hospital. 


THE PROBLEM CANNOT BE LIMITED TO VETERANS’ ADMINISTRATION 


Deficiencies in the VA medical program pointed up at the hearings before t! 


committee are common, in most respects, to deficiencies in all the major Federa 
medical programs. 

Your committee is studying a problem which is only an element of our tot 
Federal medical problem. 

Solutions to the specific problem of the VA medical program will prove to be 
mere palliatives unless they solve the mutual problems in all five major Federa 
medical programs. 


We will shortly present to Congress a full program on this over-all problem 
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WE MUST CONSIDER THE VETERAN HIMSELF 


In considering any medical program there is no choice but to start from the 
patient himself. In this case, the veteran patient. More broadly, the beneficiary 
is the first concern of any Federal medical service. 

The priority concerns of patients, veteran or otherwise, are (1) to get well in 
the shortest possible time; and (2) to get the medical care that will make them 
well in the shortest time. Any hospital.or medical program must be based on 
these two concerns. 

The patient perforce entrusts himself completely to the care of the doctor. 
The doctor and the medical profession offer the only solution to the patient’s 
problems. In purely medical matters, the doctor, therefore, cannot be restricted, 
controlled, or subordinated by any force if he is to fulfill his responsibility in 
treating the patient and restoring him to health. Any organization, to provide 
hospital and medical care to the patient, must be based on the premise that the 
doctor and the medical man have clear authority in the treatment and care of 
the patient. The health and lives of patients are too precious to permit the 
doctor’s practice and care to be infiltrated by administrative and political con- 
sideration which affect the quality of care. 

In the case of the Veteran’s medical program, the optimum care and treatment 
of the patient requires that hospitals be located and constructed where medical 
judgment determines that medical resources and science are adequate. 

The organization of the VA program is a large piece of the entire Federal 
medical program. Its character is somewhat different from the other services. 
Nevertheless, the organizational difficulties experienced by the VA are similarly 
experienced in administering other major Federal medical programs. The health 
of our beneficiaries and our citizens generally is sufficiently important that our 
Federal hospital and medical organization be seriously studied and conformed to 
our present, immediate needs. 

CONCLUSION 


In conclusion, the citizens committee recommends, based on the evidence re- 
ceived by your committee, that there is sufficient cause for your committee to 
hold hearings on legislation to correct existing difficulties in the VA program and 
the medical programs of the other Federal medical services. We have prepared 


and will soon submit such legislation. 


LETTER TO GEN. CarRL R. Gray, Jr., ADMINISTRATOR OF VETERANS’ AFFAIRS, 
From Dr. Rospert L. JOHNSON, CHAIRMAN, CITIZENS COMMITTEE FOR THI 
Hoover Report, Juty 14, 1950 


Dear GENERAL Gray: Your testimony before the Senate Labor and Public 
Welfare Committee on Monday, July 10, has just come to my attention. In 
this hearing you were opposing Senate bill 2008 to create a United Medical Ad- 
ministration along lines proposed by the Hoover Commission. Under questioning 
you made a statemept which seems to contain a great inconsistency. 

To avoid misunderstanding, I quote the direct transcript of the hearing: 

Senator Tarr. You mean you are taking care of non-service-connected dis- 
ability cases in private hospitals? 

“General Gray. No, sir. I am using the private hospitals for service-con 
nected cases which gives me space in veterans hospitals to take care of non- 
service-connected cases.” 

The official report of the Veterans’ Administration shows that, in May 1950, 
there were 2,993 service-connected and 6,326 non-service-connected cases in non- 
VA (that is, military and private) hospitals. 

The Nation needs to know all the facts about this. In opposing a United 
Medical Administration, you say: ‘‘The high standard of care which has been 
attained by the Veterans’ Administration would necessarily be lowered by a 
nerger of our program with other programs.’ Yet your records show that 3,993 
of our most deserving veterans, those who were wounded or injured in combat or 
training, have been shunted out of veterans’ hospitals into other institutions to 
make room for those whose disabilities were incurred outside the service. 

What are we to think? Are these thousands of veterans in non-VA hospital: 

ceiving substandard care? Or is it true, after all, that they can get competent 

edical treatment in other Federal hospitals and in private hospitals? 


84619-——-51——_16 
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In this time of erisis the Nation faces a desperate shortage of doctors, tech- 
nicians, and nurses. The Hoover Commission found the Federal Government 
wasteful in its use of this precious resource. With no central control, five big 
Federal hospital svstems are engaged in ruinous competition for medical man- 
power. Worse still, some of them are not properly utilizing their staffs today, 
Some Federal hospitals stand partially unfilled. Yet huge new hospitals are 
being built to drain away still more doctors and nurses, or to stand unstaffed, 

We need, as never before, a complete plan for the full use of all our medica 
resources. The Hoover Commission gave us that plan just in time to meet 
what may be a terrible emergency. 

Can you now argue against unification of Federal hospitals when vour ow: 
Veterans’ Administration is showing that Federal and private hospitals can be 
used interchangeably in thousands of vital cases? I hope vou will reconsider 
vour opposition to the United Medical Administration bill in viéw of the Nation’s 
greal 

‘ely vours, 
Ropert L. JoHNson. 


ms Whom It May Concer? 

I, | fanda Backlund, assistant to research director of the Citizens Con 
mittee for the Hoover Report, hereby certifv that I have taken the followi: 
statements made bv General Grav, Administrator of Veterans’ Affairs, ar 
Senator Taft, from a true transcript of the hearings of the Subcommittee o1 
Health of the Senate Committee on Labor and Public Welfare Ppp. 38 and 39 
as follows: 

“Senator Tarr. You mean vou are taking care of non-service-connected 
disabilitv cases in private hospita s? 

“Mr. Gray. No, sir. I am using the private hospitals for service-connect: 


disabilitv cases, which gives me space in veterans hospitals to take care 
nor -serviece-conne ected cases, 

“Senator Tarr. That is an extraordinary policy which I have never heard of 
before. 

Mr. Gray. It is a facet, and that is the wav the law reads I have got 3,500 
in the armed services, I have got 1,900 in the Public Health Service, and 12,000 
in private hospitals today. 

Senator Tarr. Of the service-connected cases, are thev there simply to mak 
room for the non-service-connected in other hospitals, or because there is specia 
service coneerned? 

M(ir. Gray. Thev are primarily there because it is closer to their homes a: 
saves travel, and so forth. Jut it sounds ridiculous, I know, although it is 
part of the law that I cannot hospitalize non-service-connected veterans except 

Veterans’ Administration hospitals.” 

E. RANDALL BACKLUND 
Subscribed and sworn to before me, this 12th dav of Julv, A. D. 1950. 
[SEAL] Nancy E. HamMmonp, 
Notary Public, District of Columbia 
My commission expires March 31, 1954. 


Mr. McCormick. The first major point, Senator, is at the top of 
page 3, and it is that, in the VA, the medical direction has been sub 
ordinated too much to the nonmedical people. The Hoover Com- 
mission pointed this out, and the dismissal of Dr. Magnuson primarily 
stems from that issue. 

Secondly, medical judgment and medical considerations are ignored 
or minimized in the selection of hospital items. The Task Force 
made several comments, the main one of which was that nearly 
half of the 89 new VA hospitals being built or planned at that time 
were in areas where experience had shown that it would be difficult if 
not impossible to secure adequate staffs. Now, part of the Magnuson 
affair is due to his resistance to the procedure of the VA in not giving 
adequate consideration to medical viewpoints. 
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Point three: The Hoover Commission found that bureaucrats have 
infiltrated into technical medical matters affecting the lives of 
veterans. They used this as their example: 

The purchase of purely medical items, which we may describe loosely as those 
used to treat patients, is a technical function requiring extensive professional 
knowledge and continuous adoption to the changing techniques of the medical 
profession * * This principle is violated in the VA in wh ich the s upp! \ 
service is on an equal basis with, and wholly independent of, the Department of 
Medicine and Surgery. 

Yet Dr. Magnuson’s protests against subordination of the medical- 
supply system, which comprised 85 percent of the total dollar volume 
f VA purchases, to the rest of the supply system, which comprised 
15 percent, were treated like insubordination. 

Fourth, there is a complete lack of coordination or cooperation 
among the five major Federal medical and hospital programs. The 
Task Force, of course, raises this problem. Dr. Magnuson was very 
anxious for closer cooperation among Government agencies, but his 
views were, so far as we can ascertain, not recognized. 

Senator Humpnrey. By the way, you would be interested in Dr. 
Hawley’s and Dr. Rusk’s testimony of last week, where they brought 
to our attention the procurement program of the Army, Air Force, and 
Naval hospitals, central procurement, coordinated procurement, and 
how it was the intention of Drs. Hawley and Magnuson under the plan 
that they had to join in with that type of procurement; in other words, 
to have medical supplies come from a central purchasing on the part 
of the Army, Ne avy, and Air Force hospits als. That was one of the rec- 
ommendations that they made, as an internal administrative improve- 
ment that could be made without any shifti ing r of personnel or any basic 
reorganization, It could be done strictly by administrative action. 

Do you concur with that sort of a suggestion? 

Mr. McCormick. Yes, certainly. As to the use of the armed serv- 
ices medical supply office up in Brooklyn, there is no reason at all w hv 
it shouldn’t be the depot for the VA as well. I think that Dr. Magnu- 
son and Dr. Hawley have both attempted to break down what one 
might characterize as the insularity of feeling in the VA regarding 
other Federal medical programs. And although there is much less 
cooperation than there should be between the VA and the other 
systems, I think that what cooperation there is to a very considerable 
extent is due to the efforts of those two men. 

Senator Humpurey. And it is possible, do vou not believe, to pro- 
mote that cooperation by administrative action? 

Mr. McCormick. I think, sir, that it will take some form of ad- 
ministrative action. I am not going into the Hoover Commission 
proposals today, but it is fairly clear that cooperation will never 
come only through love and good will. It has got to come through 
some organizational device. 

Fifth, malingering at public expense is too prevalent in VA hospitals. 
The task force noted comparisons between the average length of stay 
in voluntary as against VA hospitals. These figures to me were quite 
startling. For example, just take one of them. On hemorrhoidec- 
tomies in voluntary hospitals, the patient stays 6.9 days, whereas in 
VA hospitals it is 16.1 days; in other words, almost three times as 
long for the same operation. 
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Senator HumpHrey. You know, however, that in the last few days 
they have been able to cut down the average patient hospital day load, 
as you might call it—I do not know how you might term that; the 
average patient’s stay—from 43 days down to 19. 

Mr. McCormack. Yes, | think particularly in Minneapolis that is 
true. And Dr. Magnuson has cited one example where 2.7 times 
more patients were handled by the Chicago surgery office in each bed 
as against the figures before he took over. He has conducted 
constant drive to cut down the average length of stay. 

On point 6, with regard to pe ‘rsonnel, the task force was extre mely 
laudatory of the method of using medical school personnel which was 
set up in the 1945 modus operandi prepared by Dr. Magnuson. 
Has he given you a copy of that, Senator? 

Senator Humpurey. Yes; that is that bulletin No. 2, I believe. 

Mr. McCormick. Before he was employed by the VA, before he 
retired from his private practice, he set up this modus operandi, 
which in my personal opinion has saved the lives of tens of thousands 
of veterans through having available the best medical care in the 
country. 

Senator Humpurey. Do you have a copy of that? 

Mr. McCormack. I have not one with me, but I have seen it. 

Senator Humpurey. We will make a note of that in the record, and 
we will doublecheck to be sure that we have it. 

Mr. McCormick. I think in Federal administration—and _ the 
principle is not restricted to just the VA or to doctors—that the 
document is a classic of the use of the full resources and skills of the 
country for one particular problem, medical in this case. 

Now, since the Hoover Commission report, additional VA medical 
deficiencies have appeared. 

Kirst, newly constructed VA hospitals stand idle for lack of medical 
staff. VA hospitals were constructed and opened at Poplar Bluff, Mo., 
and Beckley, W. Va., although it has proved impossible to obtain 
doctors and technicians to staff hospitals at those locations. 

In another case, a decision was made to construct a hospital at 
Miles City, Mont., although the Director of Medical Services and his 
staff made clear its opposition on the grounds that: 

(1) The construction costs would be high ($50,000 a bed) ; 

(2) It would be difficult to obtain medical staff for such a hospital; 

(3) There was an acute housing shortage in the community, and 

(4) A great shortage of general (i. e. nonmedical) personnel to 
service the patients in the hospital existed. 

As of today, some 5,000 badly needed VA beds are idle because of 
similar bureaucratic deci ‘isions against the advice of medical experts. 
In our opinion, this is scandalous, a public scandal. 

Point 2: Nonmedical persons have transgressed into technical 
medical matters. The Administrator of VA arbitrarily ordered 
closed the animal houses at the VA hospitals at Livermore and 
San Fernando, Calif., while on a brief inspection trip. He did this 
without prior consultation with the Medical Director and despite the 
fact that the operation of these animal houses is necessary for the 
diagnosis and treatment of tuberculosis patients. 

At Waco, Tex., the Administrator ordered all patients back into a 
building determined by the medical to be dangerous to the health of 
both the patients and the nursing staff. He acted without priot 
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consultation with the Medical Department, which had evacuated all 
patients from the building to permit construction changes to make it 
suitable for NP patients also suffering from TB. 

These examples can be multiplied several score times. 

Third, administrative personnel in the VA have violated the 
principle that medical supply should not be completely divorced from 
medical specialists. 

On March 16, 1948, the Army engineers awarded, without consulting 
the VA Dental Service, a contract for 99 Weber units at $900 each for 
installation in the 19 newly authorized hospitals. 

Senator Humpurey. What is a Weber unit? 

Mr. McCormick. I am not quite sure, sir. I believe it is some of 
the equipment that goes with a dental chair. It is not the whole 
chair. It is the drills, and so on. 

Senator Humpurey. I see. I think we have had some other testi- 
mony on that. That is all right. Go ahead. 

Mr. McCormick. At the time that that order was placed there 
were on hand in the VA depots 534 units, including 253 Weber, 175 
Ritter, and 1068.5. White, in usable condition or in a condition which 
could be repaired. 

Senator Humpurey. Now, do I understand that the Army engin- 
neers ordered these? 

Mr. McCormick. Yes, sir. Now, the Army engineers were build- 
ing, I think, some 40 VA hospitals as contractual agent for the VA, 
and the Army engineers were dealing directly with the construction 
service of VA. The medical people of VA, as I understand it, were 
kept out of the day-to-day operations relating to the construction. 

Senator Humpurey. So the Army engineers end up ordering dental 
equipment ? 

Mr. McCormick. Yes. 

Senator Humpurey. Very interesting. 

Mr. McCormick. Now, another example. This one was fortun- 
ately caught by the Medical Department. It was a proposed pur- 
chase of 55,000 lingual bars, the type of which had been found unsatis- 
factory in field experience. At the time this purchase order was 
prepared, there were 7,234 lingual bars on hand in the depots. Now, 
in general, the medical service estimates that at the time these pur- 
chases were being made the serviceable dental chairs and units on 
hand in the depots totaled an investment of $1 million. 

Senator Humpurey. Would you not suggest here that one of the 
recommendations of this report possibly ought to include a closer 
check on supply inventory and the location of those supplies, as well 
as the characteristics and the condition of those supplies? 

Mr. McCormick. Yes, sir. 

Senator Humpurey. It appears to me that all the way through this 
testimony we are picking up incident after incident where the medical 
field of the Veterans’ Administration, the Medical Director’s Office, 
is uninformed or at least without any information or any information 
that can be understandable, as to what supplies are available. 1 
mean, there is this constant picture of double ordering and stacking 
supply upon supply without any relationship to the actual need 
the use of those supplies. 

Mr. McCormick. It seems to me, Senator, that in no case in 
Government—and it is not just true of the medical field—should the 
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individual or group of individuals who have to deal with and service 
the public be so divorced from their construction, their supplies, and 
from their personnel. 

Fourth, disabled veterans are being farmed out by VA hospitals to 
make room ig veterans who have no service-connected disabilities. 

On July 1950, General Gray told your committee, according to 

a duly Shad copy of the unedited transcript, and that is attached 
to my statement, that the following numbers of disabled veterans 
were being farmed out: 
To Public Health Service hospitals 1, 900 
To armed services hospitals 3, 500 
To private hospitals 12, 000 
Or a total of 17,400. If his figures had been accurate—and they were 
not—this would have comprised about 50 percent of all disabled 
veterans. In issuing a statement on this outrageous travesty of the 
intent of the law, we found—happily, I might add—that the general 
had somewhat overstated the sin. The actual figure was 3,993 dis- 
abled veterans farmed out as of May 31, 1950. Nevertheless, this is 
disgraceful. It amounts to almost 15 percent of all disabled veterans. 
The letter of our chairman, Dr. Robert L. Johnson, on this point, is 
herewith submitted for the record. I might add that Dr. Magnuson, 
with whom I checked this particular fact, feels just as strongly about 
this situation as our chairman, Dr. Johnson. 

Senator Humpurey. Now, in other words, these were disabiled 
veterans who, under the the terms of the law, have priority upon 
hospital beds and hospital facilities and medical care of the Veterans’ 
Administration, and yet these disabled veterans were being farmed 
out into other types of hospitals and other medical programs. Now, 
did you check to see whether or not that was to their advantage, 
because of the quality or the character of medical care that this dis- 
abled veteran might get at, let’s say, an Army hospital or a Navy 
hospital? 

Mr. McCormick. Yes, sir; I did check that point with Dr. Magnu- 
son, and he is of the opinion that there is not one of these veterans 
that could not have been taken care of, and usually better, in the VA 
hospitals; that the farming out was for the purposes that I have indi- 
cated in my statement. He will back us up on that. 

Senator Humpurey. Thank you. 

Mr. McCormick. Now, the findings of the excellent committee 
from the University of Minnesota Medical School—and I will not 
read them here, for | have included them for the record—certainly 
bear out these findings that we have stated before. 

In our opinion, the problem cannot be limited to VA. Deficiencies 
in the VA medical program pointed up at hearings before this com- 
mittee are common in most respects to deficiencies in all the Federal 
medical programs. 

Your committee is studying a problem which is only an element of 
our total Federal medical problem. 

Solutions to the specific problem of the VA medical program will 
prove to be mere palliatives unless they solve the mutual problems 
in all five major Federal medical programs. 

We will shortly present to Congress a full program on this over-all 
problem. 
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In considering this problem, Senator, we feel that what has happened 
so often has been that one gets involved in organizational discussions, 
of whether supplies should be here or there, or whether the VA top 
management should do this or that. As an alternative we would 
recommend to your committee most strongly that your committee 
think primarily from the point of view of the veteran himself. 

From the viewpoint of the veteran, he has two objectives. One is 
to get well in the shortest possible time, and the other is to get the 
medical care that will make him well in the shortest possible time. It 
seems to us that any organization in this matter must stem from the 
relationship of the doctor to his patient. No intrusions of adminis- 
trative matters, of politics, or of bureaucratic matters, must be per- 
mitted to upset the relationship between the doctor and the patient 
so that the quality of medical care will suffer. We have no evidence 
to show that in this case the care has seriously suffered yet, but we are 
afraid that the VA is in a degenerative situation where, if permitted 
to continue, the care for the veteran will suffer very seriously. 

In conclusion, we recommend that based upon the evidence received 
by your committee = based upon our own statement, there is suf- 
ficient cause for your committee to hold hearings on legislation to 
correct existing diioultive in the VA program and in the medical 
programs of the other Federal medical services. And, as I said before, 
we have prepared, and you already have in your hand, such legislation. 

That is the end of my statement, Senator. 

Senator Humpurey. Thank you very much. 

Well, I am sure that the full committee is going to look into the 
program of legislation as suggested by the Hoove ‘r Commission report. 
As you see, this is a special committee; this is not a standing com- 
mittee or subcommittee. This subcommittee was organized after I 
had brought this matter to the attention of the chairman, who was 
most cooperative and suggested that we go ahead and hold some hear- 
ings, and he was kind enough to appoint me—-I do not know whether 
[ should use the word “kind” now after some of the testimony, but 
he was cooperative and appointed me as the chairman of this sub- 
committee on this particular problem. 

We are, of course, limited in not letting, as you say, the tendency 
of deterioration accelerate. Regardless of what we can do legisla- 
tively, this committee would like to do something of a constructive 
nature to check any trend of deterioration and to try to clarify at 
least certain existing lines of administrative authority. 

Now, we have found out thus far that when General Bradley was 
the Administrator and Dr. Hawley came in as his Chief Medical 
Director, by firm administrative action many of these almost inflexible 
lines of authority were made flexible, and many of these separate 
little departments in the VA or compartments—gates were literally 
chiseled into them, so that when a hospital was be! ‘ing constructed the 
VA Medical Director would have some idea at least of what was 
going into that hospital. And even in the matter of supply and of 
personnel and budget, there was more coordination. 

It appears that from what I have personally heard in the testimony, 
and I am speaking for no one else but myself, this flexibility which was 
nade possible by persevering and cooperative action on the part of 
the Administrator has not again set into its solid molds of becoming 
somewhat inflexible. So that the Chief of Supply runs his own em- 
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pire, and the Budget Office runs its own empire, and the Constructio 
and Maintenance runs its own empire. Actually what vou have are 
several crown princes, so to speak, under the boss man, the king, eac! 
with their own little area of operation. And it is becoming more a: 
more that way, instead of less and less. 

The Bradley program was to diminish that sort of rigidity, to relay 
it, and it seems now that the process of attrition has set in, and tha 
flexible fluid type of operation has become more inflexible and _ les 
mobile. 

Mr. McCormick. We certainly feel that the Veterans’ Adminis 
tration’s organization in general is overfragmented. I would say thi 
‘are 12 or 14 co-equal Assistant Administrators, many of them in chars 
of quite minor functions, who can have a call on the actual man on thy 
firing line, the actual man dealing with the veteran. He has just 
got too many separate bosses. There is no question about it. 

Senator Humpurey. Your proposed bill, a copy of which I have, a 
[ mentioned to you earlier, includes the VA medical program within 
the existing confines of the Veterans’ Administration, but with th: 
reorganization of many of the managerial functions; is that not cor 
rect: 

Mr. McCormick. That is correct. 

Senator Humpurey. In other words, you have a title there of Chic! 
Administrative Officer or Management Officer, and then under that is 
Supply and Budget and Personnel and Records, et cetera. Is that not 
correct? 

Mr. McCormick. Yes. The thought in that, Senator, is that afte: 
all, the officials in charge of Supply, Personnel, Records, Budget, et: 
are ancillaries. They are not the men who are doing the job. Their 
job is to support the others, and administratively they should not b¢ 
magnified out of perspective. 

Senator Humpurey. They are service functions to an operating 
agency. That is what it amounts to. 

Mr. McCormick. Yes, sir. 

Senator Humpurey. And as it is now, they are operating functions 
to an operating agency, and you have all these equal partners, so to 
speak, in the Veterans’ Administration, any one of which can wall 
into a veterans hospital and come in with the rank of an assistant 
administrator. 

Senator Humparey. Would any of your associates like to make 
any comment here for the record? We are very appreciative of 
your willingness to come to testify. 

Mr. McCormick. It is perhaps the worst case in Government 
Agriculture is quite bad also, but I would think that the VA is th: 
worst case in Government of overspecialization and overfragmentaliza- 
tion of the staff services. 

Mr. McCormick. Mr. Coates? 

Mr. Coarrs. Well, thank you, Senator, it has been a privilege t 
sit in on this hearing. Mr. MeCormick has really said it for us; unles 
you have questions for himself or for me. 

Senator Humpeurey. Mr. Reidy, do you have any questions that 
you would like to ask? 

Mr. Reipy. No, other than that again, as you have noticed, Senator, 
we have a good many evidently well-justified criticisms of the method 
of operation in the VA and a paucity of specific suggestions as to how 
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assuming we are not changing the whole set-up for a United Medical 
Administration program, those lines of administration should be 
redrawn so as to give the Medical Director sufficient authority to 
accomplish gur mutual objectives, and at the same time not let a man 
untrained in administration and in budgeting and in personnel matters 
run those, perhaps to the detriment of the program. And if we could 
have some more specific suggestions as to those relationships, I think 
it would be good to have them in the record. 

Senator Humpnurey. In the bill that you have, the suggested bill, 
you have a series of proposals. 

Mr. McCormiex. Yes, sir. I can give these to Mr. Reidy. 

Senator HumpHrey. Yes. That does provide for some adminis- 
trative change. 

Mr. McCormick. I had not realized, Senator, that I was expected 
to come up with proposals at this time. I considered that this hearing 
you are conducting, Senator, was more an effort to lay out the problem, 
and that was my effort in this testimony, Mr. Reidy. 

Senator Humpnrey. Essentially that is right, because this com- 
mittee is not at this time engaged upon a proposal of basic reorganiza- 
tion. We may have to, however, come to such conclusion, if we can- 
not come to any practical suggestions so as to remedy it within the 
existing confines of the VA. But one of the things that I had hoped 
the committee could do was to give a relative degree of assurance to 
the existing medical personnel that the house was going to be kept in 
good order until such time as any basic legislative action could take 
place. Because you know how long it takes to get a bill out of com- 
mittee. 

Mr. McCormick. We certainly do. 

Senator Humpurey. In case you have not heard, there seems to be 
a little resistance now and then to some of these measures. 

Mr. Coates. Some hints have reached our ears to that effect, 
Senator. 

Mr. McCormick. I think that in giving you these proposals we can 
say, Mr. Reidy, the way a good insurance man says, “I just happen 
to have a policy in my poe ket.’ 

Mr. Rempy. We are glad you have, for our record, as well as the 
other committees. 

Senator Humpurey. Here it is. I read this proposal last night, 
and it made some good sense. It says that the following offices and 
ope of the Veterans’ Administration according to this proposed 
bill, draft of which was submitted on January 29, 1951, would have 
abolished a series of offices like the Executive Assistant Administrator, 
Solicitor, Administrator of Personnel, Finance, Education, Claims, 
Construction, Supply, and Real Estate, and then it goes on to say 
that the Admininstrator of Veterans’ Affairs would be authorized 
and directed to reorganize the Veterans’ Administration so that all 
of its operational functions at the seat of government will be grouped 
in the following major administrative units. It then lists the Board 
of Veterans Appeals, the General Counsel, the Office of Foreign 
Activities, which shall be headed by a Director, the Office of Informa- 
tion, which shall be headed by a Director; and here we come to the 
coup de grace: the Office of Assistant Administrator for Administra- 
tive Services, including Finance, Personnel, Supply, Real Estate, 
Management Research. That is the service unit of the Veterans’ 
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Administration, something like the old OEM in World War II, which 
was a service unit to WPB and WMC and the other defense agencies 
Then they go on down and mention the Veterans Benefit Service 
headed by a Director, the Veterans Readjustment Service, headed 
by a Director, the Medical Service headed by a Director. 

Now, each one of those directors would be served by this Assista1 
Administrator for Administrative Services. 

Mr. Retpy. Who presumably would be subordinate to the Medica] 
Director. 

Mr. Coates. That is right. It puts the medical director, and eac! 
other top operating man, on top of his own job, sir.- 

Senator Humpurey. So that it states quite clearly that Mr. Unit 
Head of Supply serves the Medical Director and serves the informa- 
tion Director and serves the Claims Board, and so on, or the Appeals 
Board. 

Mr. MeCormick. That is right. We would like to point out that 
for a small organization like ours, drafting up several hundred pagi 
of legislation, there is nothing sacrosanct about the particular le; idle: \- 
tive wording. We just did the best we could in an effort to be helpful 

Senator Humpurey. You have been very helpful. I cannot say 
that any of us agree line for line with what your committee has pro- 
jected, but I for one feel that the Hoover Commission report and its 
committee has performed a wonderful service in bringing this to the 
attention of the Congress. 

Mr. McCormick. Thank you. 

Senator Humpurey. Now, is there anything else? 

Then I think that concludes our testimony for this morning, unless 
any of you gentlemen want to ask anything more. 


(Whereupon, at 11:05 a. m., the committee recessed to reconvene 
Pe to the call of the chairman.) 
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SPECIAL SUBCOMMITTEE To INVESTIGATE 
VreTERANS’ ADMINISTRATION Poticies WirH 
Respect to Hosprran ADMINISTRATION OF THE 
COMMITTEE ON LABOR AND PuBLIC WELFARE, 
UNITED STATES SENATE, 
Wash ington, D.C. 

The subcommittee met at 10 a. m., pursuant to recess, in the Old 
Supreme Court Room, the Capitol, Senator Hubert H. Humphrey, 
chairman of the subcommittee, presiding. 

Present: Senators Humphrey (chairman of the subcommittee) and 
Hill. 

Also present: William G. Reidy and Melvin W. Sneed, professional 
staff members. 

Senator Humpurey. Gentlemen, we are going to wait just a few 
moments for my colleague, Senator Hill. 1 would like to have him 
present when we take the testimony. 

I am very appreciative of all of you taking your time to help us this 
morning on these hearings. This is the concluding session of a rathe T 
extensive hearing on the old problem of medical care in the Veterans’ 
Administration. 

Just a few general remarks. The purpose of your participation this 
morning is to inform the committee as to the relationships that exist 
within the respective medical services of the military and, of course, of 
the Public Health Service. 

We have been dissecting the administrative organization of the VA 
as it pertains to hospitalization and medical care and_ professional 
services, and we as members of the committee now have a fairly good 
idea of the administrative organization. Our objective in this con- 
cluding session is to receive not theoretical information but informa- 
tion from an operating agency, where medical services are rendered, 
and where hospitalization is provided. We think possibly we might 
vet the kind of pattern and direction from your experience, particularly 
in the military services, that might be desirable for the Veterans’ 
Administration. And, before we drew up our committee report on the 
basis of the information we already have, we wanted to get your 
on-the-spot observations and judgment as to the kind of medical 
program that you operate, how you extend the services, how you 
administer them, how you cut across lines of budget problems, supply, 
personnel, hospital construction, and how that all ties in with the 
professional operation of a medical service. I think, when we get 
that, we will maybe have some idea as to where we should finally 
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direct the conclusions of this report. With that, I will just consider 
this a sort of briefing session, and we will await Senator Hill. 

Oh, may I make this point: As you know, this problem was pre- 
cipitated—that is, the problem of medical care insofar as this com- 
mittee’s investigation is concerned—by the dismissal of Dr. Magnuson 
I think I should say that we are not interested, in the committee, as 
to any personality difficulties or any personal arguments betwee 
Administrator and Chief Medical Officer in the VA. There is no 
intention on the part of this committee to either reinstate or see! 
reinstatement of Dr. Magnuson or in any way to challenge the profes 
sional competency and qualifications of his successor, Admiral Boon 
In fact, we have every reason to believe that the admiral is a well- 
qualified person, and we are wishing him the best and extending him 
the hand of cooperation. We would like to see, however, a prograi 
administratively organized so that whoever is in the job of C hie! 
Medical Officer can do a bang-up professional job and provide the kind 
of medical service and care that is without any interference, insofar 
as medical care is concerned, from outside sources or other bureaus 
or agencies or units of Government. 

We are going to start this morning’s hearing with the Federal] 
Security Agency people first. I think maybe what we will do is to 
just begin, and when Senator Hill comes in we can more or less sum- 
marize what has been said. 


Is Dr. Masur here? 


STATEMENTS OF DR. G. HALSEY HUNT, CHIEF, DIVISION OF 
HOSPITALS; DR. JACK MASUR, CHIEF, BUREAU OF MEDICAL 
SERVICES; DR. OTIS L. ANDERSON, ASSOCIATE CHIEF, BUREAU 
OF MEDICAL SERVICES, AND MR. RICHARD W. BUNCH, CHIEF, 
DIVISION OF ADMINISTRATIVE MANAGEMENT, PUBLIC HEALTH 
SERVICE, WASHINGTON, D. C. 


Dr. Masur. Yes, sir. 

Senator Humpurey. And you have with you Dr. Anderson, Hunt, 
and Bunch; is that correct? 

Dr. Masur. Yes, sir. 

Senator Humpurey. Will you all just gather around here at one 
of the tables? The reason Iasked for the Federal Sec urity Agency, 
United States Public Health Service, repre sentation to test ‘ify first is 
that you have a civilian operation which, in a sense, is a counterpart 
of the Veterans’ Administration. 

Do vou have a prepared statement? 

Dr. Hunt. I have some remarks I would like to make, Mr. Chair- 
man. 

Senator Humpurey. Did my explanation give you an idea of what 
we were directing our efforts toward here? 

Dr. Hunt. Very clearly, ves, sir. 

Senator Humpnurey. So that in the questioning period you will 
know the frame of reference in which the questions are asked. Thank 
you. 

' Dr. Hunt. The administration of Public Health Service hospitals 
is based upon two principles. The first of these is the principle of 
medical responsibility for administration. The most important person 
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in any hospital is the patient. The basic activity of the hospital is 
the care of the patient by the doctor. Everything that goes on in a 
hospital contributes directly or indirectly to this end. Under these 
circumstances, we feel that the top level of decision in a hospital, and 
in a hospital system, should be in the hands of physicians. 

The second principle is that of unified responsibility. At each level 
of operation there is one individual through whom all of the lines of 
responsibility and authority flow. Specifically, this means that in 
any given hospital all professional and administrative matters head up 
in the medical officer in charge. His responsibility includes the care 
of the patients, the research that is carried on, the training programs 
within the hospital, and the administrative functions of the hospital. 

Senator HumpHrey. Now, what do you mean by “administrative 
functions of the hospital’’? 

By the way, you do not mind my interrupting you as you go along? 

Dr. Hunr. Not at all, sir. The administrative functions within 
the hospital are made up of the personnel activities, the budget and 
fiscal operations, the maintenance operations within the hospital, and 
the other supporting services, which permit the functioning of the 
hospital as an administrative unit. 

Senator Humpnrey. Now, your hospital manager, then, as | under- 
stand it, is a physician? 

Dr. Hunt. Yes, sir. 

Senator Humpurey. And that gentleman, that professional man- 
ager, has administrative jurisdiction, administrative control and co- 
ordination, over all of these what we call managerial services, these 
administrative services: 

Dr. Hunr. Completely, ves, sir. 

Senator Humpurey. Is there anyone, let us say, from topside, 
top-level personnel, that comes in from the outside? Do you have a 
supply officer or a budget officer or a special-service officer that can 
come on into the hospital and give this over-all director orders? 

Dr. Hunt. That all flows through the responsible individual. If 
it comes from higher up in headquarters, it flows through the Chief 
of the Division of Hospitals to the medical officer in charge of the 
hospital, to the operating units within the hospital. 

Senator Humpurey. That is very important. I want to just de- 
velop that point a little bit. 

In other words, here we are at the Washington level, let us say. 
Out here at Savannah you have a marine hospital; is that not correct? 

Dr. Hunt. Correct. 

Senator Humpurey. All right. The United States Public Health 
Service operates the marine hospital at Savannah, Ga. At that hos- 
pital you have a hospital manager. And thi at is a unit within itself. 
| mean, it is an operating and integrated unit? 

Dr. Hunt. Yes, sir. 

Senator Humpurey. You have a chief medical officer at the Wash- 
ngton level, at the national level. I don’t know what the title is, 
but at least you have a chief professional medical officer. If there are 

y problems of supply or budget or personnel or fiscal policy, as | 
inderstand it, that must be cleared through your top officer in Wash- 
ington, and he in turn clears it with or gives his orders or direction to 
his subordinate or his associate at the Savannah hospital level, let us 


say? 





246 MEDICAL CARE FOR VETERANS 


Dr. Hunr. Exactly. 

Senator HumpHrey. Or at Seattle or at Baltimore. Is that correct? 

Dr. Hunr. Correct. 

Senator HumpHrey. Now let me ask you this: How about building 
a hospital? Let us say, for example, that there was a fire that d: 
stroved one of your installations. [am assuming that we are not going 
to expand any of these things. We have to keep down these expendi- 
tures. So, let us assume there was a fire and we just had to replac 
one. It demolished the entire building. All patients, for the record 
are evacuated with no injury or discomfort. Now, we are going to 
rebuild. Do you have an engineering service that builds these hospi- 
tals? 

Dr. Hunt. No, sir; we have within our own organization a Con 
struction and Maintenance Branch, which operates at the level 
routine upkeep. In the case of full-scale replacement of a hospital, 
we depend upon the Public Buildings Service. That has been our 
relationship for a long time, and in addition they do the majo 
maintenance in all of our hospitals. 

Senator Humpurey. The Public Buildings Service? 

Dr. Hunt. Yes. 

Senator HumpHrey. But how about your professional man, your 
doctor, your chief medical man who is going to be in charge of this 
hospital, and your top professional people here at the Washington 
level? Do you have anything to say about the design of that hospital? 
Do you check plans? Do you permit some fellow that is used to build- 
ing post offices to build you an operating room without any checking? 

Dr. Hunr. Not at allsir. We are consulted to a very high degree 
in the construction of new buildings or reconstruction of existing build- 
ings. 

Senator Humpurey. Do you have that in your prepared statement 
as you go along? 

Dr. Hunt. Not this particular point. I think that I can give vou 
a citation, here, which will cover the question you have just raised. 

Dr. Masur. May I add something, there, Senator? I am Dr. 
Masur, Chief of the Bureau of Medical Services. 

Having just gone through an experience with regard to our Research 
Center in Bethesda with the Public Buildings Service, I believe that 
is typical of our relationships with them. The entire design, down 
to ine last detail, is requested by the Public Health Service and carried 
out by the architects and engineers of the Public Buildings Service 
That includes all of the advice which we can get from the outside, all 
of the consultant services which we can get from within the various 
operating divisions of the Public Health Service; and our relationship 
with P _ Buildings Service has been extremely cordial, and we 
could ask for nothing more than the way in winch they are carrying 
out our requests based upon professional consultation with us, which 
in turn is transmitted to the Public Buildings Service. 

Senator Humpurey. Excellent. 

Dr. Hunr. The legal authorization on this point is contained 
42 United States Code, Public Buildings, Property, and Works, 
section 341, the last sentence of which is: 

Provided further, That all sketches, plans, and estimates for buildings shall | 
approved by the Federal Works Administrator and the heads of the executi\ 
departments which are to be located in such building. 
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Senator Humpurey. | see. That is very good language. I am 
clad that you brought that to our attention. 
~ Dr. Hunr. So there is specific legal authorization; and, as Dr. 
Masur has said, on top of that we have developed very cordial rela- 
tionships with the Public Buildings Service, so that, in fact, we have 
worked very closely with them in developing plans for additions to 
hospitals, and in the past for new hospitals. 

Senator Humpurey. Is the paper that you have there a citation 
from the United States Code? 

Dr. Masur. Yes, sir. 

Senator Humpurey. We will include that, if that is all right with 
you, in our record. 
~ (The material referred to follows:) 


PuBLic BUILDINGS, PROPERTY AND Works (42 U. S. C 


Section 285. Buildings under control of General Services Administrator (formerly 
Federal Works Administrator 


All courthouses, customhouses, appraiser’s stores, barge offices, and other 

iblie buildings outside of the District of Columbia and outside of military 
reservations which have been purchased or erected, or are in course of constru 
tion, or which may be erected or purchased out of any appropriation under the 
control of the Federal Works Agency, together with the site or sites thereof, are 
expressly declared to be under the exclusive jurisdiction and control and in the 
custody of the Federal Works Administrator, who shall have full power to take 
possession of and assign and reassign rooms therein to such Federal officials, 
clerks, and employees as in his judgment and discretion should be furnished with 
offices or rooms therein (July 1, 1898, ¢. 546, sec. 1, 30 Stat. 614; May 29, 1920, 
ec, 214, see. 1, 41 Stat. 654; Ex. Ord. No. 6166, see. 1, June 10, 1933; Reorg. Plan 
No. 1, sees. 301, 303, eff. July 1, 1939, 4 F. R. 2729, 53 Stat. 1426, 1427 


see note.) 


C- 


section 341. General Services Administrator (formerly Federal Works Adminis- 
trator) authorized to acquire sites for and construct publie buildings 


To enable the Federal Works Administrator to provide suitable accommodations 
the District of Columbia for the executive departments, and independent 
stablishments of the Government not under any executive department, and for 
irthouses, post offices, immigration stations, customhouses, marine hospitals, 
larantine stations, and other publie buildings of the classes under the control 
he Federal Works Ageney in the States, Territories, and possessions of the 
ted States, he is hereby authorized and directed to acquire, by purchase 
lemnation, or otherwise, such sites and additions to sites as he may deem 
‘essary, and to cause to be constructed thereon, and upon lands belonging to 
Government conveniently located and available for the purpose (but exclusive 
ilitary or naval reservations), adequate and suitable buildings for any of 
foregoing purposes, giving preference, where he considers conditions justify 
action, to cases where sites for public buildings have prior to May 25, 1926 
acquired or authorized to be acquired, and to enlarge, remodel, and extend 
ing publie buildings under the control of the Federal Works Ageney, and to 
rchase buildings, if found to be adequate, adaptable, and suitable for the 
rposes of sections 341, 342, 343, 344, 345, 346, and 347 of this title, together 
the sites thereof, and to remodel, enlarge, or extend such buildings and pro- 
proper approaches and other necessary improvements to the sites thereof 
1 a building is about to be constructed on a site acquired prior to May 25 
id such site is found by the Federal Works Administrator to be unsuitabl: 
intended purpose, he is hereby further authorized and empowered 
a new site in lieu thereof by purchase, condemnation, exchange, or other 
and, except in case of exchange, to dispose of the present site by public sale 
0 execute the necessary quitelaim deed of conveyance : oe ovided, That in 


into effect the provisions of sections 341, 342, 348, 344, 346, and 347 


insofar as relates to buildings to be used in whole ‘in part for post 
Federal Works Administrator, under regulation be pre 
him, shall act jointly with the Postmaster General i > selection 
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of towns or cities in which buildings are to be constructed and the selection 
sites therein: Provided further, That all sketches, plans, and estimates for building 
shall be approved by the Federal Works Administrator and the heads of t| 
executive departments which are to be located in such building. 

The Federal Works Administrator is authorized to carry on the construct 
work herein authorized by contract, or otherwise, as he deems most advantage: 
to the United States. 

In all cases where the construction of buildings in the District of Colum} 
under the provisions of sections 341, 342, 343, 344, 345, 346, and 347 of this tit 
requires the utilization, in the opinion of the Federal Works Administrator, 
contiguous squares as sites thereof, authority is hereby given for closing 
vacating such portions of streets as lie between such squares and such all 
as intersect such squares, al d the portions of such streets and alleys so closs 
and vacated shall thereupon become parts of such sites (May 25, 1926, ¢ 
sec. 1, 44 Stat. 630; Reorg. Plan No. 1, sees. 301, 303, eff. July 1, 1939, 4 


> 


2729, 53 Stat, 1426, 1427). (See note.) 
Section 342. Duties of Administrator of General Services 


a) The work of preparing designs and other drawings, estimates, specificati 
and awarding of contracts, as well as the supervision of the work authorized 
the provisions of sections 341, 342, 348, 344, 345, 346, and 347 of this title, s 
be performed by the Public Buildings Administration, under the direction 
the Federal Works Administrator, except as otherwise provided in said sections 

b) When deemed by him advantageous the Federal Works Administra 
alithorized, in special cases, (1) to procure by contract the floor plans and desig1 
of buildings developed sufficiently to serve as guides for the preparation of working 
en igs and specifications, or to employ advisory assistance involving desi 
or engineering features, and (2) to employ to the extent deemed necessary by |} 
in connection with the construction of buildings for the Departments of Con 
merce and Labor, the architects who were successful in competition heretofor 
held for a building for the then Department of Commerce and Labor, and | 
pay reasonable compensation for such services (May 25, 1926, ec. 380, sec 
14 Stat. 631; Ex. Ord. No. 6166, sec. 1, June 10, 1933; Reorg. Plan No. 1, 


301, 303, eff. July 1, 1939, 4 F. R. 2729. 53 Stat. 1426, 1427 


Section 348. Care, maintenance, and protection of public buildings construct: 
under sections 341 and 343 

The buildings constructed under sections 341 and 343 of this title, when 
pleted and ready for occupancy, shall be turned over to the Publie Buil 
Administration for care, maintenance, and protection, including the furnis! 
of heat, gas, and electricity therein, together with all machinery, tools, ¢ 
ments, and supplies to be used in connection therewith (Jan. 13, 1928, ¢ 
3, 45 Stat. 52; Ex. Ord. No. 6166, sec. 2, June 10, 1933; Mar. 2, 1934, « 

1, 48 Stat. 389; Reorg. Plan No. 1, sees. 301, 303, eff. July 1, 1939, 4 F. R. 2 
53 Stat. 1426, 1427) 

Notrre.—Functions of Federal Works Agency and Federal Works Admini 
trator transferred to Administrator of General Services by section 103 (a 
Act of June 30, 1949 (Public Law 152, 8lst Cong.) as amended. 

Senator Humpurey. All right, Dr. Hunt; proceed, if you will. 

Dr. Hunt. Under the principle of unified responsibility, all pro 
fessional and administrative matters head up in a given hospital 
the Medical Officer in Charge. He has, of course, the assistance 0 
specialists in professional and management fields to advise him and 
to assist him in carrying out the variety of duties which this system 
places upon him. 

Similarly, the Medical Officers in Charge of all of the hospitals ar: 
responsible to the Surgeon General and to the Chief of the Bureau 0! 
Medical Services through the Chief of the Division of Hospits als 
Like the Medical Officer in Charge of an individual hospital, the Chie! 
of the Division is responsible for all aspects of operation of the series 
of hospitals, again, with the necessary professional and technical 
advice and assistance. 


} 
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Senator Humpurey. Would you just hold up for a minute? 
Gentlemen, this is Senator Hill, | am sure all of you know him. 
Senator Hit. Nice to see you. 

Senator Humpurey. Dr. Hunt is testifying now, for the United 
States Public Health Service, and we have with him Dr. Masur, 
Dr. Anderson, and Mr. Bunch. I was just asking questions as to 
the administrative organization of the Public Health Service and its 
line command from the Washington level down to a hospital unit, 
and Dr. Hunt is now explaining the unified type of control and 
direction and coordination that exists over these administrative 
services. 

Dr. Hunr. These relationships can be graphically demonstrated 
by this chart, which shows the patient here at the top as the individual 
toward whom all hospital activity is focused. Holding him up is 
the hospital itself, with the professional and management. staffs 
contributing their strengths to the support of the Medical Officer in 
Charge. Farther down, in these boxes, you see the Division of 
lospitals, also with professional and management supporting arms, 
and backing up the Division, the Chief of the Bureau of Medical 
Services, the Surgeon General of the Public Health Service, and the 
Federal Security Administrator. 

Senator Humpurey. Dr. Hunt was pointing out, Senator Hill, that 
in the construction of a hospital the Public Buildings Administration 
constructs the hospital, because all plans, down to the most minute 
detail, are checked with the responsible professional people and 
consultants in the Public Health Service. 

It was also pointed out that all matters of personnel, fiscal policy, 
budget, supply, are cleared through the Chief Medical Officer at the 
Washington level, and if any administrative service check-up must 
vo on at a hospital level, that is cleared through the hospital director 
by the Chief Medical Officer at the Washington level. I thought 
that was particularly important in these hearings. 

Senator Hinu. It is indeed. 

Dr. Hunt. The organization is shown in the conventional manner 
on this large chart; with the Federal Security Administrator here, then 
the Public Health Service, with the Surgeon General and the Bureau 
of Medical Services. Under the Chief of the Bureau is the Division of 
\dministrative Management, which has the various branches having 
to do with management problems, and then the Division of Hospitals 
self, 

Senator Hint. Excuse me for a moment. Any problem from that 
Division of Administrative Management would go to the Chief of 
Medical Services before it ever. got to the Surgeon General; would it 
not ) 

Dr. Hunt. That is right. And the normal operation here is for 
his Division to advise and help us directly in the operation of the 
hospitals, but not to go directly to the hospitals on a basis of issuing 
rders. As a matter of practice this Division, which is under Mr. 
Bunch, sitting on my left, does correspond directly with the stations, 
when it comes to issuing order, that all goes through the Chief 

of the Division of Hospitals. That is a service organization, which 
helps and advises us in the operation of the hospital concerning man- 
ement matters. Then, within the headquarters staff of the Division 

Hospitals, we have the various professional branches, which provide 


S4619—51——17 
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assistance and advice to the Chief of the Division and to the hospitals 
on various professional matters, 

Then we come down to the hospitals themselves, again with 
a ithority gomg to and through the Medical Officer in Charge. [1 
as we saw before, has the professional services and the managem 
services to help him in carrying out his duties. 

Senator Humprrey. But under his direction at that level? 

Dr. Hunr. That is right. 

Senator Humpnrrey. | am anxious to emphasize that particu 
relationship. Because, vou see, this relationship that you are expla 
1ig here is somewhat different. than exists in the Veterans’ Admi 
tration. So I am being quite kind to that statement. 

Dr. Hunr. Any organization has the problem of balancing 

amount of direction given from above with the initiative of t! 
who are actually domg the work, but we believe that the solutio 
facilitated if clear lines of responsibility and authority are maintain 

Board policies are, of course, matters for headquarters determ 
Lion. 

Senator Hitt. You speak of Board policies. Let me ask 
question, now. ‘The Federal Security Administrator, who is the oy 


all supreme administrator is pretty far removed from down the 
where the actual administration takes place. Has he ever sought 


issue orders directly himself, to go into a hospital, say, and issu 
order that this thine be changed or that thine be done or some ot! 
thine not be done? 
Hunr. Such on has never come to mh \ attention, an 
it would had it happened. 
r Humpurey. In other words, he has never gone into 
and ordered the removal of certain patients 
. OF the closing’ up of i laboratory or the openms 
stallation”? 
hat is right 


Does he ever go bevond the Surgeon General him 
etions are concerned? Has he ever been know: 
over the surzveon General. down LO the Bure: 


"into a hospital 
I 


ord rs is eoncer! 


ly) 
iit 


l they all come t 
al, ti 9 he ie Medical Services, 
Do you know of any instance where he has is 
‘come down to you, where the Surgeon Genera! 


No, sir. 

Senator Hiti. Do you know of any cases where he has issued or 
to you where both the Surgeon General and the Chief of Mex 
Services did not coneur? 

Dr. Hunr. No, sir. 

Broad policies are of course matters for headquarters determinatt 
at the Division level or higher, but the individual medical officers 
charge are given the greatest possible leeway in the operation of t! 
hospitals. 
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Senator Hitt. Excuse me for a minute. Has it been brought out in 
the record how many hospitals you operate? 

Dr. Hunt. At the present time we have 23 hospitals. 

Senator Hitut. They are scattered pretty well along the coastal 
areas of the United States? 

Dr. Hunr. The general hospitals are primarily along the coast and 
along the great waterways, the Great Lakes and Mississippi Basin. 
In addition, we have the two neuropsychiatric hospitals at Lexington, 
Ky., and Fort Worth, Tex., a tuberculosis hospital at Fort Stanton, 
NX. Mex., and the National Leprosarium at Carville, La 

Senator Hitt. Approximately how many beds 
n those hospitals all together? 

Dr. Hunr. The total number of beds, 

| of our hospitals, is 8,265 


are there in sum total 


the constructed ‘apacity Ol 


If vou do not have this offhand vou 


. 1 can supply it 
or the rec rd Ho nan octors at | cane 1) he , amnil ed 
ior the recora. oW Many OCLO! and nurse ao Vou huve mpiover 


all together in your hospitals? 
Dr. Hunt. On December 31, we had a total of 


Of those, 632 wer IVSiclans, 155 dentists, 1,18 


pharmacists, al he rest fall in various ot 
mentioned are the principal professional YTOUpPS 
Senator Humpnrey. You have what you call te 
Dr. Hunr. Yes, sir. 
Senator Humpurey. Do vou feel that that 


that 
ical care? 


1 
I 


17 
I 


» teaching 


America ol 
22 medical interns We 
*) ! a 


2 dental rt im 1 


ides ly 
the hospitals we have resideney VATIONS medical 
alties, in which 143 of-our officers ; e recen We traming. 

Vow, in addition, there are a number of training programs 
have psveliatrie aid training program at the Lexineton Hospital 


ses at two of the hospitals. 


} ' 

Instance, medical technology cCoul 
1 t ! ° 

nooid tor medical record librarians operated 


in collaboration wit] 
Baltimore City Junior Colleve, and other trainine proerams 
Senator Humeurery. Do you have any administrative relationship 
set-up such as the deans’ committees, that 
Veterans’ Administration? 
Dr. Hunr. We have nothing corresponding to that as an oreaniza- 


tion. All of our hospitals have had for many years a consulting staff 


up of leaders in inedicine in the community, 


function with the 


] 
Lae 


and since most of 
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our hospitals are located in cities where there are medical schools, th 
list normally includes several of the professors from the medical schoo! 
or, in the case of San Francisco, from both medical schools. They a 
appointed by the hospital to help the staff take care of the patients in 
the various fields where their particular specialty is needed. 

They come to the hospitals in all specialties nowadays for trainin 
purposes as well as for the direct care of the patient. 

Dr. Masur. Mr. Chairman, may I answer one interesting facet 
the development of residency training programs: that in the years 
since that has been established, sir, we have had not only an increasin 
number of applications but a very much better quality of studen 
graduating from medical schools who have sought opportunities in o: 
hospitals for the advantages which they receive in these training pro 
grams. And I want to emphasize, if | may, since Dr. Hunt has already 
touched upon it, that there is no question in our mind but what thi 
quality of medical care rendered to our beneficiaries has gone up im- 
measurably since the introduction of these educational training pro 
grams for interns and residents, and that moreover we have very muc} 
better doctors coming to us in the first instance: all of which is reflected 
in a better type of medical care. 

Senator Humpurey. So that you can testify to the fact that there 
is a direct relationship between the quality of medical care to the 
patient and the inclusion of a teaching program, a residency program 
an internship program, at your hospitals? 

Dr. Masur. I would say, sir, that there is no question in our minds 
whatsoever that we would be unable to give our patients as good a 
quality of medical care as we now give in the absence of these training 
programs. 

Senator Humpurey. Very good. The reason we ask these questions 
obviously is that the residency programs in the VA hospitals hav 
had, according to the testimony that we have received thus far, 
decidedly good effect upon the high quality of medical care in th 
VA hospitals. Now, needless to Say there are some that do not agre: 
with that, but we are anxious to get the testimony of competent 
professional people as to their own observations, 

Go ahead, Dr. Hunt. 

Dr. Hunt. The individual medical officers in charge are given the 
greatest possible leeway in the operation of their hospitals. 

Authority for personnel actions concerning civil-service emplo, 
through grade GS-13 has been delegated to the larger station: 
Commissioned officer assignments are of course made centrally, bu 
important positions are filled only after consultation with the medi 
officer in charge. We are making an effort to achieve intelligent 
stafling on the basis of career planning. 

Before the beginning of each fiscal year, each medical officer in 
charge submits an estimate of the funds he will need for the coming 
vear. After our Appropriation Act has been passed and we hav: 
received the annual apportionment for the division, we make an 
apportionment to each station, an estimate of the total amount o! 
money the station can expect during the year. This is followed 
allotments of actual cash, on a quarterly basis: Each station receive: 
two allotments, one for personal services and one to cover all other 
costs. Within wide limits, each medical officer in charge can make 





MEDICAL CARE FOR VETERANS 253 
adjustments within these two broad categories to take care of changing 
conditions as the fiscal year goes on. 

Senator Humpurey. Now, may we just stop there for a oe. 
Because, you see, here you are touching upon a budget policy and + 
fiscal policy within your operating units. This, of course, is of iad 
interest to this committee, because of the problems which have been 
everywhere evident in VA administration. 

As I understand it, what happens is that vour central office makes 
an allotment on a yearly basis, but with quarterly payments to your 
local units. Is that correct? 

Dr. Hunt. The apportionment, which is made on an annual basis, is, 
| am afraid I must say, an estimate. 

Senator Humpurey. Well, yes. 

Dr. Hunt. It is supplemented by the actual allotments which are 
made on a quarterly basis; and as the year goes on those may have to 
be adjusted. 

Senator Humpurey. Now let us look at the problem in this way: 
Have you had the situation come up where on about the Ist of March 
you have had to send out bulletins to your hospitals saying that, 
“Well, we are going to have to cut all of our staff out here in this 
hospital. Two hundred people will have to be let out. And in 
this hospital over here at Leavenworth, or Seattle, we are going to 
cut, out 60 people’’—and then find out on April 1 that you have a 

eficieney appropriation from the Congress, and in the last 24 hours, 
after everybody has his suitcase packed and is ready to move, you 
let them know that they do not have to move? Do you have that 
happen? 

Dr. Hunr. We have had something resembling the first part of it 
| am sorry to say we have not had the second part. 

Senator Humpnrey. You are sorry? Oh, you mean you have had 
the cuts. Tell us about that. What I am trving to find out is: 
Why is it that the Government of the United States happens to be 
ibout the only unit of human organization that never seems to be 
able to plan on what to do with its money on a rather systematic 
basis? Of course, it may be the Congress’ fault, and you can be 
very frank. 

Dr. Hunr. I think the problem of annual appropriations enters 
nto this; where you have watertight compartments which are sealed 

I June 30, and a new compartment opened up July 1. That reduces 
the flexibility of operations very materially. 

One of our biggest difficulties, and one of the main obstacles to 
good planning on the part of the Public Health Service hospitals, is 
that a considerable proportién of our income comes from reimbursable 
patients. We have somewhere in the neighborhood of 1,100 patients 
in our general hospitals whom we are taking care of for the Veterans’ 
Administration in areas where their facilities are insufficient. During 
the past fall we were first told that our allotment would be an average, 
this vear, and that if the number of beds they utilized fell below the 
verage early in the vear, it could go up above late in the vear, and 
ve would come out with the appointed number. But about the 
irst of December we found that the Veterans’ Administration was 
poor, too, and that they were not going to be able to send us enough 
vitients to make up the average for the year that had been agreed 


upon 


‘ 
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It appeared then rather suddenly that we were going to be in th. 
neighborhood of $350,000 short for that reason. As corollary factors 
in the situation, the Coast Guard had expanded. We had additions 
calls for staffing in that area, with no additional money; and, as we a! 
know, prices of everything have risen very materially in the last 6 
months. The combination of those factors meant that we had _ to 
find some way of saving $500,000 during the remainder of the fisea| 
year. With 75 percent of our budget given over to personal servic: 
there was only one way to get that money. We had to reduce staf] 

Senator Humpurey. Could you not come up for a deficiency 
appropriation? 

Dr. Hunr. We om it ina request for « 

Senator Humpnrey. You mean it di n Y the Bude 
Bur iL 
Dr. Hun 


~ 


) 


‘nator UMPH LE Go ahead 
Dr. Hunt ‘were able to close a hospital in New York City 
Island Hospital, wh h we had hoped to close some time 
not planned to close this vear. It contained something over 
Nts, ¢ we were able to redistribute those patients tO 0 
| Hospital and to our Manhattan Beach Tubereulo: 
and the Ellis Island Hospital was closed about LO davs 
saving of al afl 
HumpH) id vou dismiss | people? 
Nr. There was a net loss to the system of about 500 peo; 


Senator MPHREY ell, now, Whi are you going to do 


{ 
] 
ligt 


CGauard requirems 
‘vy to find peopl lo 1 


hi happen d to those 

ples 

Did thev filter 

Dr. Hunr. considerable number of them du [ do not have t 
figures on the whole vrouy mme of them went into outside emp 
ment But I think a consideral roportion of them did go to othe 
Government 

Senator HuMPHRI The son | am brineing up this’ bud 
problem with vou is “ut .V \ Hospital | rogram ap parent), 
its Assistant ‘aise inc harge of Budget or Finance, is sub) 

ersonnel or a cut-back in administr: itive funds 

professional service funds which is made rather abruptly. This is t 
total picture, you see Instead of the advance consultation with 
Chief Medical O er in the VA, where the man gets a chance to sort 
plan it—now, I have been sort of familiar with this Ellis Island «i 
as pape know, and 1 am familiar with some of the antics of the Bur 
= udget on medical eare. But at least there has been a lit! 
forewarning he ‘re. |mean, vou have had some chance, have you no 
to get salir house in order? 

Dr. Hunv. The essential point is that there was in this situatio 
specific responsibility right here in the Division of Hospitals. Whe 

found that our money was running short it was the responsibuilit 
of the Chief of the Division, myself, and our staff, to try to find some 
which our costs could be brought in line with the amount ol 


l 
} 
| 
i 
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money we would have available. Now, obviously, I had not only to 
cet advice from others, but, in making determinations, I had to go to 
others. The Chief of the Bureau of Medical Services was the first one 
who had to concur in what we planned to do. When it came to closing 
the Ellis Island Hospital, that was a matter for the Surgeon General. 
Senator HuMPHREY. Well, now, that is what we are trying to get 
at on this budget. In other words, no budget officer just came in and 
ave a flat order, ‘“You go and lay off so many people.”” You were 
‘old that there had to be a saving of a certain sum of money, and you 
ere given some opportunity to work this out within the professional 
isdietion. 
Dr. Hunr. Absolutely. 
Senator Humpurey. Is that not right? 
Hunt. The recommendations flowed from us up the line to the 
reon General 
Senator Humpurey. In other words, your administrative services 
vour Division of Administrative Management, informed you that 
was a cut-back that was coming, in view of the Veterans’ 
ministration not keeping up with its allotment of beds or utilization 
these beds, and other reasons, and vou were told that vou had to 
ve S500,000. Now , as Director of the div isIOn ot Hospitals, vou had 
to consult then with the Bureau of Medical Services? 
Dr. Hunr. That is neht 
Senator Humpnrey. And with the Surgeoa General and anybody 
Ise that you could consult with. And then ultimately that had to be 
rected toward particular hospital units out through the country 
s that not meht? 
Dr. Hunt. Exactly. 
Senator Humpurey. But that all came through the professional 


There was not some budget officer that just sent out a telegram? 
Hunr. The orders to the hospitals all went out over my 
rture. 
Senator Humpurey. They did not go out over the Federal 


\dministrator’s signature. 
Hunr. No, su 
Senator Humpurey. When they pertained to hospitals, they went 
over the divisional head’s signature, is that correct? 
Hunt. That is right. 
Masur. May I point out that in this particular situation, the 
point was that our budget depended upon reimbursement by 
nother agency. 
Senator Humpnrey. I get the point, ves. 
Masur. With that being decreased rather unexpectedly, the 
eal care administration staff was faced with a series of choices, 
d those choices resulted in the earlier perhaps precipitate action, as 
| part of our long-range plan, in conus facility which at best could 
called a renovated relic. We found that by a reasonable expansion 
ur facilities in the New York area we were able to close the Ellis 
Island Hospital, but that accounted for only half of our solution. We 
then distributed the remainder of it over our entire hospital system 
that at most there was a 5-percent cut in personal services, as the 
orst that happened to any individual institution, in consultation with 
he local medical officers in charge. They then were able to readjust, 


l 


hin thei area of personal services, the places in which they chose 
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to make those cuts. That did not come by directive from head- 
quarters but came on a consultative basis, and all we were interested jy 
was the forced necessity for saving X amount of dollars in the over-a|| 
picture. 

Senator Humpurey. That is the point that you have developed 
very well, and in that point we are interested, in the sense that ther, 
was a composite figure, an aggregate figure, of, let us say, $500,000, 
and you gave a good deal of leew ay to your operating units in making 
their own adjustme nts within certain segments of that figure, within 
a certain proportion of that figure. 

Dr. Masur. May I amend that, sir, to say that we gave them 
complete leeway? 

Senator Humpurey. All right. Thank you very much. 

Senator Hill, do you want to develop that any more? 

Senator Hitu. No; I like what he said about “consultative.” |] 
think that is the spirit of the Public Health Service, as 1 have observed 
for many years. 

Dr. Hunt. May I make one further observation about the New 
York situation, Mr. Chairman, concerning construction? I think this 
fits in with the question you asked earlier. 

In order to take all of the patients from the Ellis Island Hospital 
into the Staten Island Hospital, we had to do two things: first, renovat 
and do a good deal of interior construction in the old hospital building 
at Staten Island, which is, as you know, over a hundred years old, a 
graystone building, which was replaced nearly 20 years ago by a great 
new building—only the old building is still there. And in this opera- 
tion we had to turn that into an out-patient clinic. At the san 
time, we had to change four wings of the new hospital building into 
a neuropsychiatric unit, since Ellis Island had a considerable number 
of neuropsychiatric patients, nearly a hundred. 

We were able easily to convince Mr. Reynolds, Commissioner of ti 
Public Buildings Service, that we did have a real emergency her r 
that we had to have fast action if we were going to work effectiy: 

The order to close the Ellis Island Hospit: al was given by the Surgeot 
General during the last week or so, in December 1950. In the inter 
vening period between then and March 6, 1951, Mr. Reynolds and 
his group, with what assistance our people could give in the professional 
areas and from the Construction and Maintenance Branch— tli 
Public Buildings Service during that period has drawn plans, le 
contracts, and had all of the construction work done, so that w 
moved in last week and are able now to handle nearly a hundre« 
neuropsychiatric patients at Staten Island and to handle all of th 
out-patients in the old building, which has been turned into a ver) 
decent out-patient clinic. 

Senator Humpurey. I am glad to get that time factor there. 

Dr. Masur. In the spirit of your previous question, the plans wer 
drawn to our specifications and approved by us before they were pul 
into effect by the Public Buildings Service. 

Senator Humpurey. And they were done expeditiously? 

Dr. Hunr. Extremely, sir. 

Senator HumpHrey. Mr. Reidy? 

Mr. Rerpy. Is that a matter, though, of just mutual understanding 
between your division and another governmental agency, or 1s 1! 
through statute? 
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Dr. Hunt. That kind of expeditious action, I think, is due to 
mutual understanding and cooperation. By statute, they have to 
consult with us and get approval of the head of the agency before 
proceeding with construction. 

Senator Humpurey. | have that included in the records for our 
study—the statute that pertains to this cooperative relationship. 

Dr. Hunt. But that kind of speed certainly depended upon their 
having a complete spirit of cooperation in the thing. 

Senator Humpurey. Did you ever have any trouble getting the 
plans from the Public Buildings Administration for your study and 
observation? 

Dr. Hunt. No, sir. 

Senator Humpnrey. There do not seem to be any dark caves or 
lead-coated pigeonholes that these get lost in? 

Dr. Hunt. Not at all. 

Senator Humpurey. They move back and forth with complete 
freedom, and if vou want to check some plans again, you can call up 
the Public Buildings Administration and say, “We would like to alter 
our specifications. We would like to at least take a look at the third 
wing, here, and review it.”’ 

Dr. Hunt. When plans are under consideration, we go back and 
forth very frequently. 

Dr. Masur. Mr. Chairman, some of us have spent some of our best 
days at the drafting room at Public Buildings going over these plans. 
There is a full spirit of cooperation and agreement there. 

Senator Hitu. Between Public Buildings Service and the Public 
Health Service? 

Dr. Masur. Yes, su 

Dr. Hunr. As far as supplies are concerned, the hospitals have wide 
latitude in purchasing from lists developed by the Federal Bureau of 
Supply. In a number of our hospitals that are located near Army or 
Navy installations, we take advantage of their large-scale food buving, 
but here, too, each hospital is free to determine the most advantageous 
way of buying its food 

We should like to give our hospitals even greater flexibility, but 
our budget has always been so limited in relation to the many things 
we wished to do that we have had to retain effective control in order 
to be sure of spending our appropriated funds as efficiently as 
ossible. 

nator Humpurey. We will send that part of the testimony over 
the Appropriations Committee. 

Senator Hitt. As a member of the Appropriations Committee, I 

ke due note of that testimony. 

Hunr. Thank you, Senator Hill. 

Senator Humpurey. You are getting good response here. 

* Hunt. Under this system we think our hospits als have developed 

ll. As ; said earlier, the primary function of a hospital is to take 

e of sick people, and this we stress constantly. To do that effec 

ly, however, as we said before, a modern eased has to be jain 
me training and some clinical investigation, at least. We have had 
pproved medical internships in our larger hani als for many vears, 
d since the war have added residency training programs in the 
neipal specialties and have developed approved dental internships, 
well as other smaller scale training programs. In the management 
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field, we have developed administrative internships in two hospit 
for nonmedical administrators, and have sent seven medical offic: 
in charge for advanced training in hospital administration at Colu 
bia University, the University of Chicago, and the Johns Hopki 
University. . 
Our appropriation carries no specific provision for clinical invest 
eation, but with the support of the National Cancer Institute and t! 
National Heart Institute we have developed units at two of our lar 
hospitals anda are dome clinical investigation On a smaller seal 
practically all of our hospitals. 
We hope in the future to be able to secure support for these 
ions of investigation and training, to make a larger contribut! 
to the prevention of line ss amone our beneficiaries, and to devel 
a program of rehabilitation for those who have recovered sae ae 
but who need help in getting back onto the job 


1-] 
quickly as possibile. 


Ulness or injury 
If you wish to go further into the details of the laws, regulatior 
and procedures under which we operate, we shall be glad to answ 
any questions you may have. 

Senator Humpurey. Senator Hill, do you wish to ask any mo 
questions? 


Senator Hint. I think this has been verv informative. I noti 
you have all these distinguished men from the Armed Forces here 

Senator Humpurey. Would any of the other members of your s 
wish to make anv comment this morning? 

Dr. Masur. No, sir; not except insofar as you have some questio! 


Senator Humpurey. I have a few questions before me which 
prepared prior to your testimony. I think some of them have alr 
been answered. 

[I asked vou the question in reference to the deans’ committe 
We have gone over this whole matter of supplies and construction a1 
pr rsonnel and how the control ts operated. 

By the way, I would like to have any copies of regulations that vo 
mav have pertaining to administrative services as they affect the o 
eration of a hospital or vour Bureau of Medical Services. I would 
glad if you could give those to us now or at a later date for the 
poses ot our record. 

sy the way, do vou have a chart, a smaller one than this, that \ 
could have for inclusion in our record? 

Dr. Hunr. We can supply one. 

Senator Humpnrey. | think that would be a good idea; with a 

explanation that you might wish to prepare. In other words, we wi 
hold the record open for any carefully prepared descriptive mater 
that you would lke to have on your administrative organization a! 
its ac ‘tual ope ration. Because this i is the nub of our problem, you set 
that we are looking into. 

(The information subsequently supplied follows: ) 
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PUBLIC HEALTH SERVICE, FEDERAL SECURITY AGENCY 
STaTuTORY PROVISIONS GOVERNING HospiraL ADMINISTRATION 


STRUCTURE RELATION OF SURGEON GENERAITI TO FEDERAI Sk¢ 
ADMINISTRATOR 


Public Health Service was transferred in 1939 from the Department of 
Kederal Security Agency, upon the establishment of the Age 
eorganization Plan No. 1 (5 U. S. C. 133s). Che plan provided that 


bye administered DV the Surg 


On General of 

‘ 1 le ral Security 

inistrator,’’ and the functions of the Secretary of the Treasury with respect 

he Service were transferred to the Administrator 

The Publie Health Service Act 55 Stat. 682: 42 | 201, ete.), approved 
1, 1944, consolidated and re d the laws relati to tl ee This 


( 
yw provides the statutory framework for the op 


rvice and its functions shall 


ec Health Service under the direction and supervision of t 


( 
hy 


including the operation of its hospitals. 
» Surgeon General is appointed by the President for 
act provides that the Service ‘‘shall be administe 
the supervision and direction of the Administrator’ 
der the act the Service consists of the Office of the 
mal Institutes of Health, the Bureau of State Services, 
lical Services. The Surgeon General is authorized to assign functions 
bureaus, and ‘‘to establish within them such divisions, seetions, and other 
as he may find necessary” (sec. 202). Approval of the Administrator is 
iired only for the establishment, | 4 


abolition, or trar division. Che 
} 


} 


Surgeon General assigns commissioned officers of the Regular Corps of the 


Service to head its several bureaus, including the Chief of the Bureau of Medical 

ces (se2, 205 

‘commissioned icers of the Service are appointed by 
intment of officers and employees in accordance \ 

a funetion of the Administrator see 207 h 

Regulations for the administration of the Service 
al, with the approval of the Administrator (see 

General is authorized to delegat 


iv of his powers and duties un 


9022 
PROVISIONS DIRECTLY APPLICABLE TO HOSPITAI 


Part C of title ITT of the act is entitled “Hospitals, M 
‘al Care.” 
basic governing provision with respect to 
that 


5 


titution 
and maint 
of patie 


nos 


lations for Hospital and 


i) with the approval of the 


Pusiic HBALTH SERVICE REGULATIONS 


SUBPART A iENERAIT 


.1 Hospital and station rules. The officer in charge of a station or hospital 


Service is authorized to adopt such rules and issue such instructions, not 
stent with the regulations in this part and other provisions of law, as he 
necessary for the efficient operation of the station or hospital and for the 
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All general 1 


a ¢ members of the t 


the premise Lead ft 10S 1 i ‘“ominent piaces 


Senator Humpurey. Now, the VA tells us that many of its wa 
are closed because of the mabilitv to recruit medical personnel.  \\ 
have also been told by the maritime unions that the marine |i 
pitals seem to be short of personnel, particularly nurses. Would vo 
please tell us to what extent this is true, and how you account ior 
And do you make any use of practical nurses in marine hospita! 
Dr. Hunr. As to the latter question, we have about 500 psychia 
aides in the Lexington and Fort Worth hospitals, who are essentia 
practical nurses. In the general hospitals we have about 50 at 


present time. We have hoped to utilize practical nurses to a gre: 


extent, but we have been limited m that respect by our fund shorta; 
because we do not feel that we can to any great extent substit 
practical nurses for the professional nurses we now have on duty 

Now, we have a shortage of nurses by our own standards, simp 

use we are not able to pay for them. We would like to pul 

‘er numbers but at the present time would not be able to do 
without stripping down some other aspect of the hospital’s oper: 
to what we consider an unduly low point. 

There is, of course, that matter of judgment as to how you use yo 
money. We would like to put on more nurses, but we would also |! 
to put on more maintenance people to keep the hospital struct 
from deteriorating. We would like to put on, | might say, moi 
people in practically every category in the hospital. And we hay 
felt that we could not appreciably mcrease the number of nurses 
this time. 

Dr. Masur. Mr. Chairman, may I supplement that comment 

Senator Humpurey. Please do. 

Dr. Masur. There is within the Bureau of Medical Service 
Division of Nursing Resources which has been conducting so 
studies for the wider utilization of nursing aides including practi 
nurses. Dr. Hunt’s figure was limited to the use of a properly defin 


practical nurse. If vou include in your question other nursing ai 


we are to whatever degree we can utilizing those to supplement 
activity of professional nurses. 

Now, the Division of Nursing Resources is concerned not only \ 
our Division of Nursing Aides in the marine hospitals but count 
wide, inan attempt to bridge the Pap, beeause of the general short 


and because of the cost factors involved. Ve would h 


to the degree that we can achieve it we would be able to hold 
the hands of the head nurses, for example, by studying as we art 
those activities which are not properly those of a head nurse. 
figures were presented before the House Subcommittee on Approp 
tions indicating what percentage of a head nurse’s time is, so to spe: 

ted Dy doing duties which could otherwise be done by hurst 


aides. It isa problem in which we are greatly interested not on 


Sc] 


terms of our own hospitals but for the country at large. 
I Hi MPHREY. Now » Vou mentioned rehabilitation, Dr. HH 
rf your patient 


it f your hospitals, that is, for the comfort « 
he patient so that he can go back into normal life. 
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Senator Humpurey. Are the rehabilitation people in your public- 

ealth hospitals niin tie angie of the Medical Director even though 

» Federal Security Agency has its own Rehabilitation Service not 
pt the control of the Surgeon General? 

Dr. Hunt. Yes. All functions within the hospital, including such 
ehabilitation as we do, are carried out under the jurisdiction and 
ontrol of the Medical Officer in Charge. 

Senator Humpnrey. All right. Now, let me develop that just a 
ttle bit more. Under the Federal Security Agency, there is this 
Rehabilitation Division or Section. Is the Director of that Section 
able to bypass the Surgeon General and go right down into your 
ospitals and give direction to your rehabilitation people in your 
hospitals? 

Dr. Hunt. We don’t have that kind of rehabilitation people, un- 
fortunately. If we did have, I think I can say without any question 
that the answer would be “no,” that the Director of the Office of 
Vocational Rehabilitation would work through the Surgeon General, 
through the Chief of the Bureau, through the Chief of the Division, 
ind get out into the hospital 

An example is that within the last month Miss Switzer, as Director 
of the Office of Vocational Rehabilitation, has sent one of her people 
to the Lexington hospital, the Public Health Service hospital aut 
Lexington, Ky., to work with our people there on developing a pro- 

for the rehabilitation of drug addicts. But that is a consulta- 
tive and advisory service. The representative of the Office of Voca- 
tional Rehabilitation will have no authority to issue orders or make 
inything beyond recommendations to us, which we will then carry 
out to the best of our ability if we agree with him and if we have the 
money to do it. 

Senator Humpurey. In VA for example, they have what they call 
the Special Services Division. There is an Assistant Administrator 
n Charge of Special Services and they have theaters and recreational 

cilities at the location of the veterans hospital. It has been said in 
some of the testimony that this Assistant Administrator in Charge of 
Special Services will have direct control of his Special Service people 
ta hospital base, or a hospital location. You undoubtedly have some 
ecreational activities that would be in line with rehabilitation at your 
ospitals. Under your administrative organization, would some out- 
le person over and beyond and removed from the Bureau of Medical 
rvices and Division of Hospitals have direct control over such 
reational persons? 

Dr. Hunr. None whatsoever. 
Senator Humpurey. In other words, that would have to be coordi- 
ited and under the supervision of and direction of the Division of 
Hospitals and the Bureau of Medical Services? 

Hunt. Exactly. 

Dr. Masur. Mr. Chairman, the medical staff of the Office of Voea- 

al Rehabilitation consists of Public Health Service officers who are 
signed by the Surgeon General to that activity for the rehabilitation 

disabled civilians over the country. I formerly served in that 
pacity prior to some other assignments in the Public Health Service, 

we are now, by direction of the Surgeon General, working in a 
clal task force, of which Miss Switzer, the Director of the Office of 


a 
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Vocational Rehabilitation, is a member, in an attempt to develop bei 
ter programs of rehabilitation within the Service and to encourage th 
development of rehabilitation outside of the Service. Dr. Hunt ha 
merely hinted at the fact that we several years ago had an abortiy: 
attempt to expand our rehabilitation services within the marine ho- 
pitals, but, for the reason already mentioned, we were not able to pro 
ceed with that. We hope, however, to increase what we now consid: 
to be an inadequate rehabilitation program for our me re hant seame: 
Coast Guardsmen, and other beneficiaries within our 23 hospitals. 

Senator Humpurey. All right. Now, | an going to ask the con 
cluding question, for my part. You mentioned a while ago, Dr. Hunt 
" = clinic al researe - was carried on in your hospitals. 

Hun. Yes, si 

ion Humpurey. During these hearings reference was made 
a few VA hospitals carrying on clinical research, and to the fact tha 
apparently some of the other divisions of the Veterans’ Ac lministra 
tion did not regard clinical research as a nece ssary part of proper hos 
pital management. Now, vou have already stated that the Healt! 
Service does carry on clinical research in hospitals. Do you reg ard it 
as a proper function and as an integral part of hospital management? 

Dr. Hunr. It is a completely integral part of medical care, an 
since we have placed all of our medical-care responsibilities within 
the hands of the Medical Officer in Charge, under our type of organ 
zation that then becomes also the responsibility of the Medical Officer 
in Charge; in other words, the top management of the hospital. 

1 would like at this point to reiterate the value of clinical investiga- 
tion and the necessity of clinical investigation if a hospital is going to 
maintain high modern standards. The rs have got to be working 
on some problem. It may not be a big problem. The high-powere: 
research for which one needs laboratories and large numbers of peo} 
is important, but that is not necessarily what I am talking about 
What I am talking about is the interest of the individual doctors in 
finding out a little bit more about some problem which has com« 
their attention and which is not adequately answered in the Literatur 

Now, from all of our hospitals we are getting from time to ti 
papers for publication in the literature which make contributio: 
some of them small, some of them large. But it is an indication t] 
the clinicians in those hospitals are on their toes and wondering abo 
things to which there is no quick answer. That is what we think of 
as the basic clinical investigation participated in by almost everyo 
ho is on the medical staff or the dental staff of the hospitals. 

In the Staten Island Hospital some years ago one of our young 
surgeons got interested in new techniques of anesthesia. He p 

together in his mind the safety of caudal analgesia, in which a solutior 
of anesthetic is injected not around the spinal cord, as in spinal 
anesthesia, but into the sacral canal, where it bathes the peripher: 
nerves after they have left the spinal cord, with the principle of co: 
tinuous spinal anesthesia, which had been developed by Dr. Lemmo: 
in Philadelphia. He tried it out, using continuous caudal anesthesia 
[It worked. Later, in cooperation with the anesthesiologist and tli 
obstetrician at the hospital, this was developed for use in the deliver) 
of babies. And now its most widespread use is for that purpose. |! 
is known as continuous caudal analgesia. It was developed becaus: 


W 
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three of our clinicians got interested in putting together already known 
prine iples to produc e some thing hew. 

Senator Humpurey. Very good. i do not believe I have any more 
quest ions, 

Senator Hitt. Let me ask one question. 

When was the first marine hospital build? Do you recall? 

Dr. Hunt. I believe the first one built for the purpose was built in 
i801 or 1802. The first one taken over for the purpose was a year 
or two earlier than that. 

Senator Hitt. Where was your first one established? Do you 
recall? 

Dr. Hun. Norfolk. 

Senator Hint. Norfolk, Va. 

Dr. Hunr. The first one built for a hospital was in Boston. And 
incidentally Dr. Waterhouse of Harvard used the marine hospital in 
Boston in the early nineteenth century to teach students at Harvard, 
ind it was one of the first if not the first hospital in the country used 

wv the clinical teaching of students. 

Senator Humpurey. A little note was just tossed up my way. | 
think this is a very interesting question. It is a sort of a digression, 
and it has nothing to do with the present testimony, but one has to 
enjoy living too, you know. 

Is it true that Alexander Hamilton was the original sponsor of com- 
pulsory health insurance? 

Dr. Hunr. The act signed by John Adams in 1798 provided that 
medical care of American seamen would be paid for by funds auto- 
matically deducted from the seaman’s monthly wage 

Senator Humpurey. | am telling you. These Federalists and Re- 


publicans—-what they won’t do to this country. 

Dr. Hunr. For the record, Mr. Chairman, may I add that any 
contribution from seamen was discontinued in 1884. The reason | 
mention that is that those of us in the hospitals are frequently told 
by seamen, some of them not so old, that they have been paying into 


Lt hospital fund for years and they deserve a little sper lal consider- 
tion. And we have to tell them that if they went to sea before 
iSS4 that is true, but otherwise it isn’t. 

Senator Humprrey. Thank you so much. Your testimony has 

en extremely helpful. And if you will help us further wi ith any 
documentation that you may feel would be of benefit to the commit- 

that would explain your charts, your administrative organization, 

your rules and regulations as pertains to the adr ministrative relation- 
ship to the operating unit, it will be very helpful. May I thank you 
a“owin, 

Dr Hunr. Thank you. 

Dr. Masur. Thank you, Mr. Chairman. 

Senator Humpurey. Will the Department of the Army, the Bureau 
of Medical Service representatives come forward? 
Col. John R. MceGibony? 


84619-—51 
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STATEMENTS OF COL. JAMES T. McGIBONY, MEDICAL CORPS: 
LT. COL. R. S. ANDERSON, MEDICAL CORPS; LT. COL. F, P 
BOECKMAN, MEDICAL SERVICE CORPS; LT. COL. GERARD J. 
SHEEHAN, MEDICAL SERVICE CORPS; AND CAPT. WALTER J, 
THOMAS, MEDICAL SERVICE CORPS, OFFICE OF THE SURGEON 
GENERAL; AND COL. E. J. WALSH, GENERAL STAFF CORPS, 
LEGISLATIVE AND LIAISON DIVISION, DEPARTMENT OF THE 
ARMY, WASHINGTON, D. C. 


Colonel McGisnony. | am James T., sir. I have a brother who 
John R. 

Senator Humpurey. All right, sir. Would vou and your assistant 
and associates come forward? 

Colonel McGinony. Some one just said that he is in the Public 
Health Service, which is true. 

Senator HumpHrey. We want no contest here over status, position 
rr prerogatives. This is strictiv a civilian operation up at this end 
Colonel MeGrBony. I have with me Colonel Boeckman, who 
with our Research Management Section, and Colonel! Anderson of t] 

Hospital Division, Mr. Chairman. 

Senator Humpurey. You have listened to the testimony that has 
preceded Vou, and vou have a general idea of how we would like to 
organize this testimony. Your general observations as to your type 
of administrative organization, Colonel, would be appreciated, and 
particularly we are interested in these administrative services, thes: 
management services to the operating units; as Senator Hill has pointed 
out, the number of beds and the personnel. It is that sort of informa- 
tion that we would like to have you give us. Will you proceed and 
just give your full name, your rank, and your affiliation? 

Colore! McGrpony. Col. James T. MeGibony, Medical Corps, 
Chief of Hospital Operations Branch, Surgeon General’s Office, United 
States Army. 

Mr. Chairman, I have a prepared statement, if I may read from 
that, and answer any questions that may come up. 

Senator Humparey. Yes. 

Colonel McGinony. As representatives of the Surgeon General, 
Colonel Boeckman and I are pleased to appear before this subcom- 
mittee of the Senate’s Committee on Labor and Public Welfare for 
the purpose of explaining the methods whereby problems tncident to 
the management of Army hospitals are resolved. 

The methods used in the resolution of problems incident to the mat 
agement of Army hospitals are multiform and varied in complexity 
lt would appear to be in the interest of clear understanding that 
explanation of these methods be preceded by brief descriptions of th 
organization structure within which Army hospitals operate, the posi- 
tion, powers, and responsibilities of those officials usually involved 1 
the solution of Army hospital management problems, and the chan- 
nels of communication employed. 

I will commence by defining two terms commonly used in business 
management, namely, line control and functional control. 

Line control is the exercise of authority over operating activities of 
an organization, a department, or a unit. A line officer is responsible 
for all the activities of his organization or unit. 
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Functional control is the exercise of authority over prescribing 
methodology for the performance of required functional services, or 
elements, Wherever such functions, or elements, are located within the 

ganization. The purpose of functional control is to standardize 
procedure and enhance specialization. 

An ex: ae of the contrast between these two kinds of controls as 
mploved in business management, is found in the types of authority 

cercised by the comptroller and the plant manager. The comptroller 
has functional control over all plant records, while the plant manager 
cises line control over the personnel and activities of the produc- 
on, or manufacturing department. 

Line authority follows the “chain of command” from the admin- 
strative level to the individual worker. Functional authority is 
ested in the executive responsible for the supervision and con trol ofa 
ervice activity by virtue of being head of and having superior knowl- 

ve of that activity. Functional control relates to procedure while 
ine control relates to personnel, 

The Chief of Stall, United States Army, exercises line control, 
that is, command supervision over all Army units and personnel. ‘The 
Surgeon General, who is an assistant to the Chief of Staff, exercises 

inctional control, that is, technical supervision, over prescribing 

ethodology for the provision of medical service to soldiers through- 
ut the Army. 

The agency through which the Surgeon General carries out this 
responsibility is known as the Army Medical Service. The Army 
Medical Service is a functional service. The Surgeon General is its 
head. While the primary responsibility of the Surgeon General is the 
exercise of functional control, that is, technical supervision, over the 
provision of medical service to the Army, he also exercises line control, 
that is, command supervision, over the relatively few medical units 
which have been placed under this direct command. 

In order to clearly understand the position of the Surgeon General 
and the Army Medical Service in the general picture of the Army and 
ts functioning establishment, L believe it important that the mission 
if the Army Medical Service be clearly understood. The basic mis- 
sion of the Army Medical Service is the conservation and preservation 
fthestrength of the Army. This is accomplished by the selection and 

nrollment of only those me n physically fit for military service through 
roperly conducted physical examinations, the keeping of such per- 

mnnel in good plivsic ‘al condition through the applic ation of modern 

principles of preventive medicine and in furnishing those who become 
disab led with aid in the form of evacuation and hospitalization facili- 

s for their expedient restoration to health and fighting efficiency. 

The Army Medical Service must ae prepare for future eventualities 
ncluding the creation and maintenance of a nucleus for wartime ex- 
pansion as well as constant research in the field of military medicine. 

This statement of the basic mission of the Army Medical Service 
s derived from various legal docume nts and interpretations thereto 
the form of Army directives. As for legislation which pertains to 
e establishment and operation of the Army Medical Service in its 

irrent form, there has been a chain of enactments from the United 
ates Congress. The first medical establishment in the United 
tates Army was created by resolution of the Congress dated July 27, 


1775. The Army Medical Service, then named the Medical Depart- 


4 
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ment, was authorized and its organization initially prescribed by th, 
revised statutes of the United States in the year 1866 (sees. 1168-118] 
inclusive). At present the statutory basis of the Army Medical 
Service is found in Public Law 581, Eighty-first Congress. 

It is from the above mentioned legislative document that the gener; 
functions and responsibilities of the Army Medical Service evolved. 
In accordance with this evolution and the principles set forth in th, 
statement of its basic mission, the Army Medical Service is charge 
with certain responsibilities and functions. Currently these are pro- 
mulgated in Army Regulations 40-5 (enclosure 1) and include: 

(1) The conduct of physical examinations of applicants for admis- 
sion to, and members of, the Army, the Reserve Officers’ Trainin: 
Corps, and the Officers and Enlisted Reserve Corps. In addition 
physical examinations are conducted on certain civilians as prescribed 
by the Secretary of the Army. 

(2) The preservation of health and the prevention of disease amon 
personnel subject to military control, which encompasses the directio: 
and execution of measures of public health among the inhabitants o| 
occupied territories. 

The medical, surgical, neuropsychiatric, and dental care of sick 
and wounded personnel with a view to restoring to duty at the earliest 
practicable moment those not permanently disabled and to removing 
from active service those whose disabilities render them physicall, 
unfit for further military service. 

(4) The methodical disposition of the sick and wounded so as 
insure retention of effectives and to relieve the fighting forces of the 
noneffectives 

The transportation of the sick and wounded. 

(6) The administration of military hospitals, infirmaries, dispensa- 
ries, hospital trains and other prescribed establishments for the care 
treatment and transportation of the sick and wounded personnel an 

) The preparation and proper disposition of records and repor 
pe rt ining to activities of the Army Medical Service. 

(8) The proper selection, classification and training of Army Med 
= - ervice personnel. 

The operation of a vetermary service for the Army includi 
the luspection of meats, ai foods, aad dairy products required by 
the Army. 

(10) The production of procurement, the storage, issue and main- 
tenance of all supplies and equipmeut used by the Army Medica! 
Service and not specifically required to be fur nished by other service: 

The research and experimentation connected with the de- 
ve es ‘ut and improvement of Army Medical Service matérie! 
es nt, and supplies. 

(12) The preparation and preservation of photographic and cin 
sealnaniehde records pertaining to sanitation, medical, surgical and 
anatomical instruction and other activities of the Army Medical 
Service. 

With respect to and as a consequence of the functions and respon- 
sibilities of the Army Medical Service, the Surgeon General as Chic! 
of the Army Medical Service is specifically charged with certain 
duties related to policy, m: inpower, medical supplies, staff supervision 
and command responsibility. These duties are outlined broadly in 
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Special Regulations 10-340—1 (inclosure 2). With specific reference 
to the matter of planning, the Surgeon General is charged ore the 
formulation and recommendation to the Secretary of the Army of 
certain policies concerning physical, mental, health and psyc holo; gical 
standards. These standards include those for the selection and 
inka of military personnel. He also formulates policies for the 

iealth of the Army, care of sick and wounded, evacuation, hospital- 

ation, and rehabilitation of military personnel, veterinary service as 

t pertains to military animals and inspection of food of animal origin. 

In the matter of manpower, the Surgeon General develops plans 
for conservation of manpower through prevention of disease and 
injury, ineluding the pursuance of research and development in the 

ield of prevention, treatment and rehabilitation of diseases, wounds 
and injuries. 

The formulation of policies, plans, and programs for the research, 
development, design and standardization of all items of medical 

juipment and supplies required by the Army is another major 
function of the Surgeon General. In this connection he also deter- 
mines procurement policies and procedures, plans future requirements 
and supervises storage, distribution, and maintenance of medical 

supplies and equipment in accordance with Department of the Army 
polie ies (inclosure 2). 

In the matter of functional control of Army medical activities, the 
Surgeon General is responsible for the performance of such technical 
inspections as are necessary to assure maximum efficiency and economy 
in the utilization of medical means available. 

In addition to duties regarding policy, manpower, medical supplies 
and staff supervision, there is the matter of his function of command 
responsibility. All the named Army hospitals, medical depots, the 
\edical Field Service School, the Armed Forces Institute of Pathology, 
the Army Medical Library, the Medical Research and Graduate 
School and certain medical research activities are under the direct 
command or line control of the Surgeon General. These installations 
ire known in Army parlance as class Il medical installations. 

lhe position of the Surgeon General within the Department of the 
my organization structure is pictured in chart 1 attached hereto as 

closure No. 5. 

Senator HumpHrey. We will include that material in the record. 

Colonel \MicGipony. This chart indicates the dual relationship that 

e Surgeon General has with the Chief of Staff and the Secretary of 
\rmy. The command jurisdiction of the Secretary of the Arm \ 

' the Surgeon General is exercised through the Chief of Staff and 

Assistant Chief of Staff G—4 (logisties). This command juris- 
ction embraces the usual Army affairs and activities such as per- 

nnel matters, supply matters, and disciplinary matters. At the 

me time the Surgeon General has direct access, as indicated on the 
by the broken line, to the Chief of Staff and the Secretary of the 

my on matters of health, medical care of troops, and utilization of 

ofessional medical personnel. This authority is officially promul- 

ted in Special Regulations 10-51 (enclosure No. 3). 

Senator Hity. In other words, he does not have to go through G—4 

those matters? 

Colonel McGipony. No, sir 


\ 
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The channels which are available to and employed by the Surgeo 
General in regard to the exercise of his line and functional cont 
responsibilities are depicted in chart No. 2 (enclosure No. 6.) 1 
Surgeon General exercises line control (command) over the nan 
Army hospitals of which there are two basic categories. The fi 
category of hospital over which the Surgeon General exercises coi 
mand includes those named Army hospitals that are located ap: 
from any other Army ‘"? lation. Examples of this category 
hos pital are Walter Reed Army Hospital, Washington, D. C.; Va 
forge ae Hospital, Phoenixville, Pa.; Fitzsimons Army | Hosp 
Denver, Colo.; Murphy Army Hospital, Waltham, Mass.; Army a 
Navy General Hospital, Hot Springs, At ‘k.; and Perey Jones Ar 
Hospital, Battle Creek, Mich. The second category of hospitals oy 
which the Surgeon General exercises command control is — d 
those named hospitals which are located on Army posts. This cate; 
includes such hospitals as William Beaumont Army Hospital, I 
sliss, Tex., and Madigan ‘Man ’ Hospital, Fort Lewis, Wash. 
Responsibility for technical supervision of medical activities 
Army area hospitals is exercised through staff liaison with Arr 
surgeons, post surgeons, thence to post hospital commanders. This 
functional control. Command or line control is not exercised 
this latter type of hospital in view of the responsibility of the Arm) 
commander for medical service to the personnel assigned to his Ar 
area. This is covered in Special Regulations 10-500—1 (enclosure \ 
1), which is attached to this statement. 

The Chief of Staff exercises command over Army area and overs 
commanders. The Surgeon General as the principal medical ad\ 
to, and acting in the name of the Chief of Staff exercises functi 
control over all medical activitic s. This functional control is 8 
for in order that the highest standards of medical care and servi 
troops may be maintained and to insure efficient, practical, and e: 
nomic utilization of scarce professional medical personnel, equipm: 
and facilities. Closest coordination and the highest degree of coop 
tion is achieved through this mode of operation. It has proven \ 
effective and is producing desired and required results. 

Chart No. 3 (enclosure No. 7) indicates the derivation of logist 
support which Army hospitals require in the accomplishment of th: 
mission of providing medical support to the Army. It will be not 
that Army commanders are responsible, as indicated by the bre 
line and its directional arrows, for auxiliary logistical support 
named Army hospitals whether they are located separately or 
another Army post. This auxiliary logistical support includes 
services provided by the Quartermaster General, ¢ . of Ordnan 
Chief Signal Officer, Chief of Engineers, Chief of Transportatio 
and the Chief of the Chemical Corps, all of ui are necessar\ 
the operation of a hospital. 

At named Army hospitals that are located separately it will 
noted that the support activities as well as medical activities ap! r 
in the command line of the Surgeon General, although the 
commander, as indicated in SR 10-500-1 (enclosure No. 4), 
sponsible for furnishing this type support to such named Army hos 
pitals. This organization for assignment of auxiliary logistical suppor" 
functions represents very close coordination between Army com 
manders, the Surgeon General, and the chiefs of the technical se: 
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concerned. It requires 2 high degree of cooperativeness and under- 
tanding of each other’s problems. These conditions and the require 
ments for suecessful provision of the requirements for successful 
provision of the required logistical support 


° 7} } } 
ire fulfilled completely 


by all concerned in the interest of adequate, timely, and ap propriate 

lical care and treatment. As for named Army hospitals located 
on Army posts, they are provided auxiliary logistical support through 
the service support facilities operated by the post commander i 
benefits of the entire post. Once again, close liaison and consid 


mn for each other’s problems must be, and is, fully implement d in 
ler to insure the highest standards of medical service to military 
sonnel. 
The smooth and uninterrupted operation of i Army spits al 
system, especially as it is organized today, with its two distinct 
ethods of operation (1) named Army hospitals, (2 Army area 
hospitals and the many other varied activities of the Army Medical 
Service related to its mission, requires a controlling organizatiot 
This controlling organization is the Office of the Surgeon Genera 
This office is organized along the lines depicted in chart 
sure No. 8). Review of this chart indicates the 
into which the Surgeon General’s Office is divided. 
ea nerally the scope of their activities and staff responsibilities. 
operation of the Army hospital system, both } 7 the continental U1 
States and in oversea areas wherever a nited States fea 
leploved, is supervised by the Chief of the Medical Plans and Ope 
tions Division. The ¢ ‘hief, Los) ce alien and Operations Branch, 
ly Haste 1 with the responsibility of th 
arious phases of hospital operation, and the discharge of this respon 


of this division 1s ¢s specifical 


,} 


bility entails the closest cooperation and coordination with Army 
rgeons, theater surgeons, and named hospital commanders. This 
coordination and cooperation is achieved through line control over 
named hospitals and through functional control over hospital activi- 
ties in Army areas and oversea theaters. Close working relationships 
with the Assistant Chief of Staff, G4, the Chief of Staff, United States 
\rmy, the Secretary of the Army, and the Chairman, Armed Forces 
Medical Poliey Council, are also essential to insure the proper dis- 
charge of the responsibilities of the Surgeon General in this connection. 
The resolution of problems: anne decentralization is a prin- 
of Army administration: Toward this end every effort is made 
provide for the resolution of problems incident to the management 
of Army hospitals at the lowest practicable level. This is accom- 
plished by the formulation and publication of written regulations whic! 
pres¢ ribe organization, methods, and procedures, or whie h de leg rate 
to spe cific levels of command the authority to make decisions regi ird- 
ng such matters. If it is kept in mind that the chiefs of the various 
ter sr one services of the Army Staff, such as the Chief Signal Officer, 
the Chief of Engineers, and the Quartermaster General are re presented 
lown to and at the post level by staff officers of their respective corps 
have functional control over the activities of these technical 
vices, it will be easy to understand why we in the Army Medical 
Service are able to resolve most of our hospital management problems 
the hospital or post level. To insure this it is necessary that Army 
Regulations, Special Regulations and other policy directives emanatng 
lrom the Department of the Army be used to give adequate policy 


wari 
Wlidd 
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coverage to organizational and procedureal matters pertaining to or 
having an effect on hospital administration which lend themselves {5 
centralized prescription. 

The staff of the Surgeon General of the Armv is responsible { 
regular periodic reviews of all regulations and other directives app! 
cable in whole or in part to hospital administration for the purpose of 
seeing to it that policies prescribed therein give adequate coverage 
all foreseeable hospital management problem areas and that si 
policies are in the best interest of the Army as a whole. 

This practice of “preventive management”’ insures Maximum reso 
lution of problems at the lowest possible level. 

When problems incident to the management of hospitals in t 
Army do arise at any level of command, from the hospital level up to 
the Department of the Army, the correct method of resolution 
actually predetermined by the nature and immediacy of the probl; 
itself. 

If the problem involves matters in which a particular technical! 
service agency has interest or for which it has functional responsibilit, 
it is proper and in the best interests of efficient administration that 
the representative of that technical service be consulted first. If a 
solution satisfactory to the Army Medical Service cannot be obtained 
it is then in order to bring the matter before the general officer having 
staff responsibility for the activities involved. Acting for his com- 
manding officer and sometimes with the specific concurrence of that 
commander, the staff officer arranges for the resolution of the problem. 
Sometimes it is necessary to refer the matter to a higher level of com- 
mand for decision. This is especially true of highly technical matters 
or matters of major importance. 

At the Department of the Army level, some problems pertaining to 
the management of Army hospitals involve one or more of the chiefs 
of the various technical services. Since all chiefs of technical services 
including the Surgeon General, operate under the direction and 
control of the Assistant Chief of Staff, G-4, almost all problems per- 
taining to the management of hospitals can be solved without reference 
to higher authority. However, on matters of health, medical care o! 
troops, and utilization of professional medical personnel, the Surg 
General has direct access to the Secretary of the Army and Chief of 
Staff. While this right of access is used only occasionally, its existe 
insures that controversial problems of major concern to the Arm 
Medieal Service and in turn to the Army may be resolved at a | 
of authority commensurate with the importance of the problem it: 

In the management of Army hospitals it has been found 1! 
one excellent approach to the resolution of certain types of comple. 
or controversial problems is through research and practical exp: 
mentation. Accordingly, authority was obtained from the Secret: 
of the Army to use one hospital, Valley Forge Army Hospital, Phoe: 
ville, Pa., as a hospital management research center. At this ah 
members of the local staff, working with a group of manage! 
specialists from the Office of the Surgeon General, take the initia 
in detecting management problems and conducting scientific inv 
gation and experimentation directed toward the solution thereo! 
The result usually is a recommendation such as a change in organ 
zation structure, administrative procedure, or the use of a new typ 
of administrative equipment. The recommendation is supported }y 


1 
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factual data scientifically obtained. Accepted recommendations are 
implemented after approval of interested agencies has been obtained. 

In closing, I would like to point out that cross-education of line 
officers and physicians in the Army promotes sympathetic under- 
standing of each other’s problems. The line officer attending the 
Command and General Staff College receives instruction regarding 
the mission, limitations, principles, and practices of the Army Medical 
Service. The physician receives enough instruction in the art and 
methods of warfare and staff procedure to enable him to make the best 
use of his medical facilities and personnel in support of the military 
mission. This formal instruction is augmented by years of close 
relationships at ascending levels of command. Knowledge of each 
other’s problems and earned mutual respect between the line officer and 
the medical officer contribute immeasurably to the harmonious 
relationships that exist between the me mbers of the Army Medical 
Service and the rest of the Army. Without this spirit of good will and 
understanding the Army Medical Service could not possibly make 
maximum use of its personnel and facilities and the Army in general 
would be hampered in the accomplishment of its mission. 

Mr. Chairman, we have available detailed regulations on the opera- 
tion of hospitals, which we can present if you care to have them. 1 
have not gone into the detailed operation of the individual hospitals, 
because as I understood it you were more interested in the over-all 
picture. 

Senator Humpnrey. That is correct. I think that maybe our 
requirements for information will be satisfied by our questions, after 
your very competent and thorough review of the over-all administra- 
tive organization. Needless to say, it is something that one does not 
grasp just by one reading. 

I see that you have extra copies of your report. We would like 
to have those given to the clerk of the committee or to our staff 
people, so that other members of this committee can have them. 
| am sure it will be very helpful to us. 

Senator Hill 1 am sure that you have a number of questions. 

Senator Hity. Well, let me ask you this question: Of course, your 
post commander really is a representative of the Chief of Staff, 1s he 
not, in your chain of command? 

Colonel McGripony. Yes, sir. 

Senator Hiti. Now, suppose he goes into an Army hospital on his 
reservation, on his post. He sees something there that he does not 
like. He does not think it ought to be that way. Or he thinks 
something should be done that is not being done. Of course, I 
imagine the first thing he would do would be that he would contact 
those in command of that hospital and have a little conversation and, 
chances are, through the consultative process, the matter would be 
very readily ironed out, you see. But if the consultative process did 
not work, would he have the power to issue an order to the commander 
of that hospital with reference to some operation or function in the 
hospital? 

Colonel McGisony. He would have the power, Senator Hill, but 
that very seldom happens, particularly if it is something that per- 
tains to the actual medical care of a patient. In turn, the hospital 
commander would have access through technical channels to his 
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Army surgeon, who is the staff representative of the Army com- 
mander. 

Senator Hiri. Give me that picture a little more in detail. I do 
not think I quite got it. 

Have you got one of those charts that show that? 

Senator Humpurey. There is a sort of exit there, in other words. 

Colonel McGrisony. That is right. 

Senator Hitt. Let us look at that chart. 

Colonel McGisony. In some larger posts we have a hospital com- 
mander, and in addition we have a post surgeon. _ most places h¢ 
covers both jobs. 

Senator Hitt. He holds both positions. Unless vou have an 
unusually large post, where you _— two men? 

Colonel McGrpony. Yes, sir. he does report directly to the 
post commander, who, of course, it under the Army commander, 
But the Army commander has on his staff an Army surgeon. The 
hospital commander, if he does not agree with the orders of the post 
commander, particularly in something involving the medical care of 
the patient, still has access, through the post surgeon, and from thx 
post surgeon to the Army surgeon, who has access to the Army 
commander, or if necessary to the Surgeon General, and through th 
Surgeon General to G—4 

Senator Hiti. Or the Surgeon General could go right to the Chief 

Stall, and he co ‘id co to the Secret ary of War? 

Colonel McGrsony. That is correct, sir. Very seldom would tha 
sort of problem come up at a post canstaictan slevel. It is hard for 
me to imagine a post commander going to that extreme. It could 
happen. 


Senator Hin en | was in the Army, years ago, I had the id 
post surgeon was the kingpin in medical matters. No on 
ved the authority of the technical man. 


— x1 . he } o. : 5 
olonel Vi COIBONY. He is the post comMmancel s adviser. i@ TUS 


7 
the hospital 

Senator Hitt. He not only runs the hospital but he is responsib| 
for the sanitation and the whole general health there. He is th: 
pubiic-neatth officer as well as the man in charge of curative medicine, 
{is that not true? 

Colonel McGisony. Yes, sir. That is particularly true where h 
has both hats. In his capacity as post surgeon he has to supervis 
the ‘gimme matters which would come up in any small 
which most of our posts are, as you know. 

Senator Humrurey. In other words, this post ee would 
not, just in a tour of a hospital, do anything like this: Let us say that 
distinguished visitors came and he was giving the visitors a tour of th: 
hospital, and he happened to be walking through a certain ward o! 
the hospital and came out of there and decided that the patients from 
this ward ought to be moved to another installation half a mile down 
the road. That post commander would not do that-—would he? 
without consultation with the hospital commander? 

Colonel McGisony. No, sir. 

Senator Hitt. The fact of the business is that, if he felt that 
was so necessary for a change that he had to act, he would issue his 
order to that post surgeon; would he not? 

Colonel McGisony. That is correct, 
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Senator Humpurey. In other words, he would not bypass the post 
surgeon? 

Senator Hitt. No; he would not bypass the post surgeon. 

Senator Humpurey. His order would be directly to his assistants 
or advisers. 

Colonel McGisony. The post surgeon. As I say, most of the time 
he is the same person. But the post surgeon is his chief adviser on 
medical activities which take place on the post. 1 cannot say it 
vould never happen; but, as Senator Hill pointed out, it would be 
very, very unusual for a post commander to make any recommenda- 
tions on matters pertaining to health without reference to and taking 
the advice of his post surgeon. ‘That is what he is there for. That is 
his job. He is a post surgeon on the commander’s staff. The com- 
mander has his post surgeon to advise him on matters pertaining to 
the health of troops. 

Senator Hitt. You find, on the whole, then, that you have a very 
happy working relationship in your different commands, and between 
the chief medical officer and your chief military commander 

Colonel McGtipony. Yes, su We run into personalities, of courst 

would not say we never run into them. But on the whole it is very 
smooth, and there is no reason why it should not be 


But, as we pointed out, this post commander has been trai 


hat to expect ol his medical advisers, and the post surgeon mm 


ayoritv of cases has be en in the Army iong enough to Know what 


responsibility of the post commandacr | and what 
n this job. sO, it works very smoothly 
Senator Hint Outside of that post comm 
any authority in that hospital or 
spital inh anv service or operatllol 
spital commander; is that not true? 

Colonel McGinony. That is correct, 

Senator Humpurey. And that includes p 

ional services, maintenance? Suppose a cet 

juipment im the hospital hould break down 
ommander have the powers of requisition ot 

d over-all direction? 

Colonel McGiBony. That, Mr. Chairman, varies, depending on 

post itself. At Walter Reed, General Streit, the commanding 
neral, is the post commander and the hosp tal commander ()j 

MUrse, he has his Enemeer people, and he { ‘t}s them What LO do. 

Where we have a hospital that is located on an Army post, he 
depends upon support activities of the post; so, he would naturally 
Ul on the post engineer of the post to furnish him that logistical 

pport. He could not be expected to have separate Bnemer r 

ilities and separate Quartermaster facilities, but he calls on the 

st commander’s representative for such activities. 

Senator Humpurey. But what I am getting at is: These “support 
tivities,” as vou call them, are actually service a ‘tivities to the 
inctional operation of a hospital and medical service unit? 

Colonel Mc awe Yes, sir 
Senator Humpurey. And actually the hospital commander 
arge, in the sense ‘th at he makes requisition for this service? 
Colonel McGipony. Yes, sir. 


1 
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Senator Humpurey. And it is carried out under this general direc- 
tion; is that the case? 

Colonel McGrsony. He tells them what he wants and what has 
happened and why it needs correcting. We have no trouble along 
that line. In other words, the engineer gives us the maintenance 
functions. 

Senator HumpHrey. Well, now, let us say that the Army is going 
to build a new Army hospital on a post. The old hospital that is 
there has to be renovated and torn down, and a new hospital has to 
go up. That is a construction problem, an engineering problem. 
What is the relationship, now, of the Surgeon General and all of his 
professional people to the engineering service, which is provided for 
in the architectural drawings, for the actual construction of this 
hospital? I will detail it just a little bit more for you. 

Does the Surgeon General or his assistant or the other professional 
people have any control or have any jurisdiction over the general 
outlines and details of that hospital unit, like its operating rooms, 
the ventilation system, the heating system, all of which are important 
in hospital management? 

May I say that if any of the members of the Public Health Service 
want to leave, we are surely not going to take any more of your time. 
But if you want to stay, we will be happy to have you. I just want 
you to know that as far as Senator Hill and myself are concerned, we 
have been very appreciative of your testimony. 

Colonel McGrsony. By Army regulations the Surgeon General is 
charged with advisory supervision over the construction, leasing, and 
maintenance of all establishments for the care, treatment, and trans- 
portation of sick and wounded personnel of the Military Establish- 
ment. And in the Surgeon General’s office is a branch of the Medical 
Plans and Operations Division known as the Medical Facilities Branch, 
and in that branch we have qualified architects who report to the Chief 
of this Division, who is a medical officer. He served in this Division 
throughout the last war and is thoroughly familiar with the problems 
in connection with hospital construction. 

This group, working very closely with the Chief of Engineers’ 
office, make the recommendations and draw up the plans, and sign 
the final blueprints that go into the final preparations for the new 
hospital. 

Senator Hitt. No hospital would be built that did not absolutely 
meet their approval? 

Colonel McGinony. That is correct, sir. The standards and 
criteria are drawn up jointly between the Surgeon General’s office 
and the Chief of Engineers. 

Senator Humpurey. And there is good clearance all the time? 

Colonel McGipony. Yes, sir. 

Senator Humpurey. And did I hear you say that before those de- 
signs or architectural drawings are finally approved for construction 
purposes they must be approved by the Medical Plans and Opera- 
tions Division Director. 

Colonel McGrpony. For the Surgeon General. ‘There is a place on 
the blueprint for the approval of the Surgeon General and whoever 
heads this branch or this Division, will sign that blueprint. 

Senator Humpurey. The Chief of Staff does not have to sign 
those, does he? 
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Colonel McGisony. Oh, no, sir. 

Senator Humpurey. I mean, he does not have to fool around in 
this area, or work around in there. Or the Secretary of the Army. 

Colonel McGisony. No, sir. The Chief of Engineers is his repre- 
sentative on that over-all construction job, and we get into it from a 
technical advisory standpoint here, on the standards that the Surgeon 
General desires in furnishing medical care. 

Senator Humpurey. Now, this cooperation is not by sufferance. 
In other words, it is not just because people are nice people. It is 
because there is a clear understanding and a regulation that insofar 
as hospital construction is concerned, this is essentially a medical 
technical problem and must have the advice and final approval of 
the medical officer. Is that correct? 

Colonel McGisony. That is correct. We have no difficulty there 
at all. 

Senator Hitt. Excuse me 1 minute. Have vou had any difficulty 
at all with any other service or branch of the service injecting or im- 
posing themselves in what you felt was your responsibility, your field 
of operation? 

Colonel McGripony. No, sir, Senator Hill. Because it is pretty 
well defined in regulations and rules, and through customs of the 
service, if you want to add that word. Because they realize the 
Medical Department runs the hospitals. They are responsible for 
lending certain support, logistical support, for which we call on them. 
Just as they call on us for advice on health matters, we call on them 
to furnish logistical support in the operation of our hospital system. 

Senator Humpurey. Let me get this point: If the Director of the 
Supply Division, that you have in vour chart, should come down to 
visit Walter Reed Hospital, for example, could he give any orders in 
there? 

Colonel McGrpsony. No, sir. 

Senator Humpurey. Could he give any orders if he went to a hos- 
pital on a base? 

Colonel McGrpony. No, sir. 

Senator Humpurey. In other words, that is a service unit to the 
hospital management; is that correct? 

Colonel McGrsony. That is correct, sir. 

Now, it so happens that Walter Reed is under the direct command 
control of the Surgeon General. 

Senator Humpurey. Yes. 

Colonel McGrsony. And he could come back if something was 
clearly out of line with the directives. He could issue in the name of 
the Surgeon General a directive to General Streit for something to be 
done? 

Senator Humpnrey. But it would have to be issued in the name of 
the Surgeon General? 

Colonel McGisony. That is correct, sir. But he would not go into 
a post hospital and issue any such directive. He would have to come 
back and make his recommendation through command channels down 
to the post level. 

Senator Humpurey. Now, in your administrative organization 
would the Surgeon General have superior authority over any post 
commander as it relates to any medical problem? 
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Colonel McGrsony. Only when the post commander happens to 
be such as General Streit at Walter Reed. In other words, the Sur- 
geon General has command jurisdiction over that type installation. 
At Belvoir, he would not. Technical instruction would be issued 
through technical channels, through the Army surgeon, down to post 
level. 

Senator HumpHrey. What I am getting at is whether the Chief of 
Staff or the Assistant Chief of Staff would exercise—I do not ask 
whether he has it, but whether he would exercise—authority as per- 
tains to a hospital and its management over the general policy of the 
Surgeon General. 

Colonel McGrsony. No, sir. 

Senator Humpxrey. When it comes to medical care, hospital mat- 
ters, hospital management, care of the patients, preventive medicine, 
curative medicine, rehabilitation, the Surgeon General and his asso- 
clates are supreme; is that correct? 

Colonel McGrsony. That is right, sir. 

Senator Humpurey. That is it. 

Colonel McGinony. He is the Chief Medical Adviser to the Chief 


of Staff. 


t 


{ 
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Senator Humpurey. There are one or two questions here that I 
think vou can be helpful on. 

It has been suggested by some witnesses appearing before this 
committee that the present svstem of joint procurement of medical 
supplies in operation by the Army, Navy, and Air Force, which you 
have, I understand, be extended to include such procurement for the 
Veterans’ Administration. Do you think such an arrangement would 
be administratively practicable? We would like to have your com- 
ments and suggestions regarding such a proposal. 

Colonel MecGrrony. Mr. Chairman, | do not feel qualified to 
answer that question. I can get you an answer from our supply 
representative in our office, who would be Colonel Smith. He 
handles all depots and distribution procurement requirements and 
supply planning. I mean, any expression | could give vou would be 
purely personal, and I do not have the experience that he has in having 
cle alt w ith this problem. 

Senator Humpurey. Could you within a few days get us a reply 
to that question? 

nel MeGinony. I will be glad to, sir. 
‘information referred to is as follows: 
DrPARTMENT OF THE ARMY, 
OFFICE OF THE SURGEON GENERAL, 
Washington, D. C., March 18, 1951. 
Hon. James E. Murray, 
Chairman, Committee on Labor and Welfare, 
l'nited States Senate. 

Dear Senator Murray: Reference is made to the appearance of Col. James 
T. MeGibony, M. C., and other officers on my staff before your committee in 
session on March 138, 1951. The following query was presented by Senator 
Humphrey: 

“It has been suggested by some witnesses appearing before this committee 
that the present system of joint procurement of medical supplies in operation 
for the Army, avy, and Air Force be extended to include such procurement for 
the Veterans’ Administration. Do vou think such an arrangement would be 
administratively practical? We would like to have your comments and sugges- 


tions regarding such a proposal.”’ 
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The suggestion mentioned in the above inquiry is not considered practical or 
desirable. The primary objective of the armed services is to be prepared for a 
national emergency and to be so organized that in the event of such an emergency 
they are completely and immediately responsive to the tactical situation. The 
added responsibility of procurement for other Government agencies by the joint 
procurement activity places that activity in the position of serving two masters 
and does not assure its complete responsiveness to its primary mission (wartime 
supply of the Armed Forces). 

It is my personal opinion that this additional workload would require expan- 
sion beyond the point of diminishing returns and would not result in an economical 
or efficient operation. 

Sincerely yours, 
R. W. Butss 
Major Gene al, Th Surgeon Gene 
] 
' 


¢ 


Senator Humpnrey. I will give you this little note afterward. 

In line with that, let us say, for example, er your hospital com- 
mander at Fort Myers—Do you have a hospital post 

Colonel McGinony. We have a small dispensary. 
ve have a hospital. 

Senator Humpurey. What is the fort? 

Colonel McGinony. Fort Belvoir, Va. 

Senator Humpurey. Allright. Let us say that vour hosj 
mander To decided that he needed a particular kind of dental chair. 
Let us si fOr example, that you had a dental unit, and they needed 
a particular kind of dental chair with all the other ay pparatus that goes 
around the dental chair. Would that hospital commander be able to 
request from Supply that particular kind of a chat 

Colonel McGisony. Mr. Chairman, we have what is known 
the Supply Catalog, and these various items such as dental chai 


vital com- 


have been tested over a great numb r of years, as you can well imagine 
And after that test, our supply representatives standardize what the 
believe to be an acceptable item. And that , put in the eat 

hospital the size of Belvoir would be entitled to so many 
based on that authorization, the hospital commander requisitions that 
chair. And he gets what has been standardized. 

Now, there are some items wih. hee aQuse they are new and 
not been accepted as standard items, would not bi put mnt | 
but supply representatives could approve that purchase 
standard item. In that way, we are ab! 
drugs and items of equipment without having 
of those items until they have proven themsel 
desirable. 

Senator Humpnrey. But these standare 
through your Medical Service, I suppose? 

Colonel McGinony,. That is correct. 

Senator Humpsrey. And your Supply, tn cooperation. 

Se ee That is correct, sir. 

Senator Humpurey. The next question: In view of the current 
demands on the vail ible m: unpower and facilities, medical manpowe1 
and facilities, and in view of the necessity for maximum or optimul 
utilization of available facilities, it has been suggested by sulin 
witnesses before this committee that the Armed Forces should step 
up the discharge of patients who, because of their ineapacities, cannot 
be returned vali sora duty, but who require further halsitadteatanns, 
which can be given by the Veterans’ Administration. Would you 


ie tO KeeD 
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please tell this committee how your present policy operates in this 
regard and comment on this proposal? 

In other words, here is a man that for all practical purposes never 
can go back to combat. It is a matter now of getting his immediate 
hospitalization and surgery or curative care at the Army hospital. 
What is your present policy as to this man being moved over into a 
Veterans’ Administration hospital? This is a disabled man, now, who 
has all the rights of a disabled veteran. 

Colonel McGisony. That policy has been so directed by General 
Marshall within the last few weeks, based on a letter from President 
Truman, and we are now in the midst of getting out directives in 
implementation of such a policy. 

During the last war, for reasons which I won't go into, the different 
services were directed to keep their patients until maximum benefit of 
hospitalization had been reached. Based upon that directive we set 
up rehabilitation centers for the blind, paraplegics, and other patients 
that we knew would not be going back to duty. As the Veterans’ 
Administration began to increase in number of hospitals and facilities, 
we gradually began to turn over to them such patients, even before 
they reached maximum benefit of hospitalization. We would turn them 
over as they reached some kind of a leveling-off period. In other 
words, in the case of the blind and the paraplegics, they reach a stage 
which, while it is not maximum benefit, is such that at least they have 
reached a stage in their recovery where further care is more or less 
domiciliary care, if you want to term it that. So we transferred these 
people to the Veterans’ Administration. 

Under this new directive, which came out recently, those patients—I 
believe the wording was “who probably will not be returned to duty’’— 
are to be transferred to Veterans’ Administration installations either 
on active duty or retired status. We have sent to the Veterans’ 
Administration several blind cases that are still on an active-duty 
status. There is a long procedure at the present time to get a man 
retired from the service. So in order not to hold up this man’s 
rehabilitation, we put him before a medical board and transfer him 
over to the Veterans’ Administration. From here on out there is no 
question but what that will be done. Of course, you realize, we are 
trying to use more amputees and patients of that kind who may have 
been either turned over to the Veterans’ Administration formerly or 
sent home. This is a tremendous problem, as you of course will 
realize from the number of people involved here. We try to salvage 
everybody we can. So if you turn them over early, you have to be 
careful that you do not retire them first. 

In other words, when we get short of beds and turn patients over on 
an active duty status, we have some chance of getting them back. 
But we are right now in the midst of that procedure. 

Senator Humpnrey. Thank you very, very much. Your testi- 
mony, as in the case of the others, has been very helpful. We appre- 
ciate it very much. 

Colonel McGrrony. Thank you. 

(The material attached to Colonel McGibony’s statement follows:) 
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SGO CircuLaR) OFFICE OF THE SURGEON GENERAL, U. S. Army, 
No. 119 J WASHINGTON D. C., 15 September 1950. 
Section 
Part One: Organization of U. 8. Army hospitals designated as class II installations or activities I 


Part Two (not used). 


Part ONE 


I. ORGANIZATION OF U. S. ARMY HOSPITALS DESIGNATED AS CLASS IT INSTALLATIONS 
OR ACTIVITIES 


Paragraphs 

Section I General . i 

Il Ottice of the Commanding Officer R15 

Ill Management Otfice 16-19 

IV Welfare Division H) 2 

V Personnel Division 24-97 

VI Food Service Division oR-3] 

VIL Engineer Division 39 95 

VIIL Supply Service Division 1-29 

IX Medical Records, Reports, and Tabulating Division 1)-43 

X Dental Service 14-47 

XI Laboratory Service 18-51 

XII Medical Service F 

XIII Nursing Service FO 

XIV Neuropsychiatry Service 604K 

XV Outpatient Service 4-67 

XVI Physical Medicine Service 68-7] 
XVII Radiology Service 6 

XVIII Surgical Service 7 "70 

XIX References RON] 

XX Supersedures Ro 

1. Purpose and scope.—a. The purpose of this circular is to establish a standard 


organization for U. S. Army bospitals located in the Continental United States 
and designated as Class IT installations or activities. This circular, or such parts 
of it as are applicable, also may be used as a guide for the organization of fixed 
overseas general hospitals upon the approval of the overseas commander 

b. The organizational structure prescribed herein was designed for a Class II 
installation. It is recognized that deletions of funetions are necessary when 
applied to a Class II activity, if they are not included in the mission of the com- 
manding officer. 

c. It is not intgnded that this circular supersede or conflict in any manner with 
other regulations which currently prescribe or may in the future prescribe respor 
sibilities of Continental Army Commanders at Class II Installations and Class IT 
Activities. 

2. Objectives.—It is intended that the standardization of hospital organization 
will facilitate job classification, training, the interchange of personnel, the develop- 
ment of career patterns, and the standardization of hospital administrative pro- 
cedures. It will also provide a sound basis for the design of a useful hospital cost 
accounting svstem and the development of hospital manning guides. 

3. Implementation.—Commanding officers are responsible for the implementa- 
tion of this cireular. 

1. Modification.—Proposed deviations from the standard organization pattern 
not in confliet with over-all Army policy, or regulations may be authorized by 
this office. Requests for authority to deviate from this circular must be sub- 
mitted in writing to this office for formal approval. Hospital commanders are 
encouraged to carry on continuing organization studies with a view to the sub- 





mission of appropriate recommendations for change of prescribed organizational 
structures, 


5. Physical lay-out rearrangements.— Relocation or rearrangement of the phvs- 
ical lay-out of organizational elements realigned by this circular may be desirable 
but is not mandatory. Organizational realignment may not require a physical 
rearrangement; each case must be determined on its own merits 

6. Organization and position titles.—a. Organization and position titles used 


will conform to the standards of terminology prescribed in this circular 
h. The titles for the administrative and house keeping elements are: 
1) Office of the commanding officer 
Division 
Branch 


Section (only if necessary 


th W bo 


») Unit (this title will be used to identify subdivisions of sections; in addi- 
tion, it will be assigned to minor service elements established within 
the Office of the Commanding Officer) 

84619—51 19 


MEDICAL CARE FOR VETERANS 


The titles for the profe SSioO? al elements are: 
(1) Office of the commanding officer 
») 


“ Ser\ ice 
3) Section. 
} Subsection only if necessary 
5) Unit only if nece ssary 
The title ‘‘office’’ will be used to designate: 
1) The immediate office of the head of an element of organization at any 
level of authority, for example: Office of the Chief of Medical Service, 
Office of the Chief of a division or branch. 

\ staff element, not in the direct line of authority, that performs a spe- 
cial function or that provides advice and assistance for the head of an 
element of orgamzation in connection with its administration and 
operation; Example: Office of the Judge Advocate. 

7. Organization charts —Commanding officers are responsible for publishing 
and keeping up to date functional organization charts prepared in sufficient 
detail to serve as guides to their staffs. This office will be furnished one copy 


‘ 


of such publications and all changes thereto 


e 
} 
i 


Section I] 


OFFICE OF THE COMMANDING OFFICER 
Paragraph 
Yu 
10 
1 ( ll 
Administrative A 12 
Hospita rm i l 13 
Public Informatior ( 14 
Judge Advocat ™ 15 
8. General.—The Office of the Commanding Officer will include the command- 
ing officer, deputy commanding officer (in hospitals designated by this office) an 
executive officer and necessarv special staff. In addition it will include the 
Hospital Chaplain who also will serve as Chief of the Chaplains Branch, Welfare 

Division (See Section I\ 

Y Commandi? 


Ctr “i. (re? ! functz~ons and CS Ponsivi 212e8., 


} 


1) Command of the hospita * 


> 


2) Proper performance of all funetions placed under his jurisdiction by the 


various echelons of higher command 


Insurance that the provisions of Army Regulations and other Depart- 
‘nt of the Army directives, and directives from higher authority, are 
strictly observed, and that local regulations and instructions are guided 
by their spirit and intention. When interpretation is necessary, the 
commanding officer is expected to interpret regulations reasonably, 
intelligently, and with due regard for the interests of the service. 
Management of personnel and utilization of facilities and material in 
such a manner that patients are at all times furnished the best care 
lent possible. 
b. Delineation of functions and responsithilities. Specific functions and responsi- 
bilities of the commanding officer include but are not restricted to the following: 
1) Personal supervision of the care and treatment of patients. 
2) Morale and welfare of patients, and military and civilian personnel. 
Training of all troops assigned or attached to the command, 
Discipline, conduct, bearing, courtesy, and appearance of military 
personnel 
Preservation, proper application, and lawful use of public property. 
Enforcement of laws and regulations, including the exercise of courts- 
martial jurisdiction, in accordance with the Articles of War. 
7) Proper utilization and condition of facilities. 
8) Enforcement of maximum economy in expenditures from funds consistent 
with serving the intended purposes of such funds. 
9) Correction of all irregularities, deficiencies, and extravagance he may 
discover or which may be reported to him. 
10) Guarding of the public interests in every particular. 
11) Preservation and promotion of harmonious relations with civilian em- 
plovees and outside agencies. 
(12) Preparation and submittal of reports and the maintenance and disposi- 
tion of records as prescribed. 
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(13) Formulation, publication, and enforcement of such hospital regulations 
and other directives as are required for the guidance of patients and 
duty personnel. 

(14) Maintenance of a comprehensive safety program adequate to the needs 
of his command, as prescribed in AR 385-10. 

Delegation of Duties. 

(1) The commanding officer may leave the supervision of appropriate de- 
tails of hospital administration to selected members of his staff. He 
is encouraged to delegate duties to the maximum extent consistent 
with the retention of control. Delegation of DUTIES incident to the 
discharge of his responsibilities does not relieve the commanding 
officer of the RESPONSIBILITY imposed upon him or of appropriate 
command supervision. 

(2) The duties of the hospital commander which may not be delegated are 
those which are imposed upon commanders by law, such as those 
mentioned in the pertinent Uniform Code of Militarv Justice, and 

those of manifest importance or of special existing local conditions. 
d. Qualifications. The commanding officer will be an oflicer of the Medical 

Corps. 

10. Deputy Commanding Officer (when designated by The Surgeon General): 

a. Functions and Responsibilities. ‘The deputy commanding officer assists the 

commanding officer as directed. In addition, generally, the following are included 

among the functions of the deputy commanding officer: 

(1) Serves as the principal assistant to the commanding officer. 

(2) Performs duties and exercises authority specifically delegated to him by 
the commanding officer. , 

(3) Acts as coordinator between the administrative and professional elements 

of the hospital. 

Initiates studies of the organization of the professional services of the 
hospital; coordinates and supervises that phase of professional opera- 
tion not a direct part of the treatment of patients. 

Initiates action leading to the appointment of prescribed boards of 
medical otficers and supervises their activities. He also examines the 
reports of such boards and advises the commanding officer thereon. 

Supervises patient length-of-stay. 


Represents the commanding officer in the maintenance of liaison with 
civil health authorities. 

Coordinates the Civilian Consultants Program, 

Assists the commanding officer in the supervision of professional research 


and training activities. 

Advises the Chief of the Supply Service Division regarding the procure- 
ment of nonstandard medical supplies. 

Supervises operation of the medical library. 

May act as Medical Inspector. 

c. Qualifications. The deputy commanding officer will be an officer of the 
Medical Corps. 

11. Erecutive Officer.—a. The executive officer by virtue of his assignment is 
responsible to the commanding officer for the coordination and supervision of all 
administrative elements and non-professional staff functions of the hospital. 

b. Functions and Responsibilitic 

(1) Serves as adviser to the commanding officer on all nonprofessional 
hospital administration and management. 

Performs duties and exercises authority specifically delegated to him by 
the commanding officer. 

Plans, supervises, coordinates, and issues instructions in the name of 
the commanding officer for the operation of all administrative and 
housekeeping elements of the hospital. 

Develops and institutes standard practice procedures to be followed in 
the initiation and processing of specific administrative actions. 

Assumes all administrative functions not delegated to subordinate 
organization elements. 

Signs correspondence for and in the name of the commanding officer, as 
authorized (the executive officer and/or the administrative assistant 
will be authorized to authenticate all orders other than those requir- 
ing the signature of the commanding officer and other than Special 
Orders and Letter Orders, which will be authenticated by the Chief, 
Personnel Division or his assistants). 
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(7) Initiates action leading to the appointment of required investigating 
officers, administrative boards, etc., supervises their activities and 
assists the commanding officer in reviewing their reports. 

(8) Advises the Chief of the Personnel Division regarding the assignment of 
authorized personnel throughout the administrative and housekeeping 
elements of the hospital 

9) Conducts intelligence activities 

e Qualifications. The executive officer | » an officer of the Medical Service 
Corps. 

12. Administrative Assistant a 1) The administrative assistant is respon- 
sible to the executive officer for office service and other related functions. These 
functions include postal, security for classified material, billeting, and records 
administration 
2) In his eapacity as Reeords Manageinent Officer of the hospital the ad- 

ministrative assistant directs the Records Administration Program anc 

is charged with responsibility for the management and disposition of 
all files created and maintained at the hospital, as prescribed by 

AR 345-905 and SR 345-920-1 

Organization. The administrative assistant will have under bis jurisdiction 

the Mail and Records Unit, the Publications Unit, and the Postal Unit 

( Delineation of Functtons. 

1) Administrative Assistant 
1) Maintains officer-of-the-day rosters that may be required. 

b) Receives, distributes, and safeguards all documents classified higher 
than “‘restricted.”’ 
( Drafts or assists in the drafti of administrative directives 
{(d) Assigns office space within the Otfice of the Commanding Officer, in 
collaboration with and on the approved recommendation of the 
management officer 
(e) Directs, supervises, and coordinates the units under his control. 

f) Directs the hospital records administration program 
g) Serves as billeting officer for hospital See par. 57a (13 
Mail and Records Unit 
a) Maintains central correspondence files for the hospital. 

(b) Receives, and distributes incoming official mail and collects and 


dispatches outgoing mail, except documents classified higher than 


estra ; 

Maintains suspense (or ‘‘tickler’’) file for reports required by higher 
headquarters and for correspondence requiring reply. 

Maintains sets of current Army Regulations, Special Regulations, 
Department of the Army Circulars, and other directives required 
for use withi e Office of the Commanding Officer 

Operates a message center and provides scheduled message collec- 
tion and distribution service throughout the iospital. 

Operates the Hospital Information Office 

I and clerical services for the Office 

Commanding Officer, and for officers, boards, committees, 
pital 
therefor; operate a typist and stenographic 


ishes typist. stenograp! 


ed to an organizational element of the hospi 


pool, W aut 
Prepares and maintains a current telephone directory for the use of 
hospital personne! 
Provides such other office services as may be required. 
-ublications Unit 
a) Maintains and operates central reproduction facilities for the 
hospital. 
b) Procures, stocks, and issues all official publications and blank forms 
required for use Ww he hospital; this includes locally designed 
forms as authoriz 
T) sts nit will provide postal service for all patients 
| of the hospital, as authorized, and as prescribed in 
275 and TM 12-205. 
d. Qualification The administrative assistant will be an officer of the Medica} 
Service Corp 
13. Hospital Inspector Genera a. The Hospital Inspector General is respon- 


personne 


sible for the performance of inspector general functions 
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bh. Functions and responsthililies The general functions and responsibilities of 
inspectors general are prescribed in AR 20-5, AR 20-10, and AR 20-30. 

ce. Qualifications. The Hospital Inspector General is ordinarily a member of 
the Medical Service Corps, detailed as inspector general. 

14. Public Information O fice a. General The Publie Information Officer 
is responsible for the supervision of the hospital’s community relations program 
and for dissemination of information to the publie relative to the hospital and 
Its activities 

I nclvions, 
| Advises on publie informational 
Serves as the hospital’s official contact for public information. 
\ssists in the planning and preparation of speeches, article 
releases, and arranges for photographie and news feature 
Furnishes desired information to public information officers 
headquarters, including the Technical Information Office 
geon Ceneral’s Office 
\dvises the Troop Information and Edueation Offi 

of informatio the hospital newspaper or similar publica 

there are public relations implications in the di 

information to the public. 


matters 


Perform other ubiie relation tiunertions 
la ! / inctions 
Furnishes general legal advice te« 


patients, and pers 


Kxamines for legal su nev records of trial by courts-martial appoint: 


within the command and makes recommendations to the commandit 


officer in regard thereto 
Acts as claims officer for the 
Kxamin reports of surve. 
eases, and advises the comma 
Acts as legal assistance officer 
aliftcations The Ji ALdvoca 


} 


s Corps, if available 


appropri 
vl 
vnere Tr 


OM 


ad make 


he accomplishment of the hospital 
a Ih} i len I |} a 
oduetion reports to ascertal 


lates recommendation for 


(ets as consulta i€ n of the command on matters pertalr 
to organization, administrative methods and procedures, manpower 
utilization, space a ipmer t 
priated funds 

Is responsible for mobilization planning 

The Management Officer evaluates, analyze 


data and reports prepared for intrahospit: 


ilization, and expenditure of appro- 


. } 
mitiate recommendcatior for corrective ac 


indicated bv such data 

h The Mar nent Offieer acts as 
with th OVIsSLONS of AR 305 
Directs, coordinates, and su 


O ffies 


per 
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b. Qualifications. The Management Officer will be an officer of the Medical 
Service Corps. 

18. Organization.—a. Components. The Management Office will be composed 
of three branches, namely, Fiscal Branch, Manpower Branch, and Administrative 
Methods Branch. 

b. Ske leton Chart. 


Office of The 
Commanding Officer 


Management Office 


Manpower Administrative 
Branch Methods Branch 


19. Delineation of functions.—a, Fiscal Branch. 

(1) Advises the commanding officer on all fiscal matters under the provisions 
of AR 35-850. 

(2) Serutinizes all projects for justification and propriety of each proposed 
expenditure under the appropriations and allotments available. 

(3) Consults with responsible chiefs of hospital components to determine 
fund requirements, compiles budgetary estimates, sources funds re- 
quired, and administers the approved budget. 

Determines the funds to be charged and the sufficiency thereof prior 
to incurring obligations. 

Maintains all required fiscal records and prepares and issues all fiscal 
reports, assisted as necessary by the Medical Records, Reports, and 
Tabulating Division; analyzes such reports and submits pertinent 
recommendations in regard thereto. 

Maintains all cost accounting records and prepares all cost. reports, 
except those pertaining to the Engineer Repairs and Utilities Account, 
assisted as necessary by the Medical Records, Reports, and Tabulating 
Division; analyzes such reports and submits pertinent recommendations 
in regard thereto. 

(7) Performs audit functions within the hospital in connection with those 
audit responsibilities assigned to the hospital commander, as dis- 
tinguished from Army Audit Agency responsibilities. 

(8) Develops and assists in the establishment of work and costs standards. 

. Manpower Branch. 

(1) Conduets continuous study of manpower requirements and the effective- 
ness of manpower utilization throughout the hospital. 

2) Investigates requests for change in the authorized allotment of any 
organizational component to determine necessity of personnel adjust- 
ment. 

(3) Recommends changes in allocation of personnel spaces, including any 
controlled upper-grade ceilings as necessary to Maintain an equitable 
distribution of manpower. Upon approval of hospital commander, 
allocates personnel spaces within authorized strength of the hospital; 
maintains records of such allocations. 

(4) Maintains a current manning requirement (Tables of distribution) for 
military and civilian personnel. 

(5) Develops and continuously resurveys work-volume standards, as a basis 
for estimating personnel requirements. 

(6) Maintains such data as is necessary to support the distribution and 
utilization of personnel within the command. 

(7) Prepares all reports and maintains all records pertaining to personnel 
utilization, assisted as necessary by the Medical Records, Reports, 
and Tabulating Division. 

. Administrative Methods Branch. 

(1) Conducts continuous study of the detailed organization of the hospital; 
initiates recommendations for organizational changes as indicated. 
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Analyzes work methods and administrative procedures with a view to 
effecting Maximum simplification and standardization. 

Complies with the provisions of AR 310-10 in the control of intra-office 
forms; studies the essentiality of all forms and recommends to the 
appropriate authority, revision, simplification, consolidation or elimina- 
tion, if indicated. 

In collaboration with the Records Management Officer, recommends and 
assists in the installation and development of record-keeping systems 
including the development of standard procedures for record mainte- 
nance and reporting. 

Determines the essentiality of internal recurring reports and assigns re- 
ports control symbols to authorized internal reports. 

Insures that reports prepared for higher authority are authorized and 
have a reports control symbol. 

{ Controls feeder reports required for preparation of external reports. 
(8) Recommends the establishment of reports when required. 

9) Coordinates and encourages the employee suggestion program. 
(10) Drafts proposed administrative procedural regulations. 


Section [V 


WELFARE DIVISION 
Paragraph 
General ag eas : 20 
Chief, Welfare Division ; oa 21 


»”» 


Organization sal «s 


Delineation of Functions. -_-. 7 am / 23 


20. General.—The Welfare Division is established as a means of coordinating 
the activities of the various agencies, military and civil, concerned with the welfare 
of patients and duty personnel. Through the centralized custodianship of non- 
appropriated funds, an effective means is provided for the controlled imple- 
mentation of composite welfare plans and programs. 

21. Chief, Welfare Division.—a. Functions: 

(1) Advises the commanding officer on welfare activities. 

2) Coordinates the design and conduct of a balanced welfare program for 
patients and duty personnel. (The Chief of the Welfare Division has 
no jurisdiction over chaplains in regard to religious matters.) 

(3) Maintains liaison with and utilizes the services of volunteer organizations 
interested in contributing to the welfare of patients or duty personnel. 

(4) Maintains liaison with American Red Cross to the extent necessary to 
plan and execute a coordinated welfare program. 

(5) Interviews military personnel applying for Army Emergency Relief and 
recommends action. 

b. Qualifications. The Chief of the Welfare Division will be an officer of the 
Medical Service Corps. 

22. Organization.—a. Components. The Welfare Division will be composed of 
the Special Services Branch, Hospital Treasurer Branch, AFRS Branch, and the 
Chaplains Branch. 

b. Skeleton Organization, 


Office of the Commanding Officer 


Welfare Division 


Hospital 
Treasurer 
Branch 


Special Chaplains APRS 


Services 


Branch Branch Branch 
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Delineation of functions—a,. Special Services Branch: 
Plans, schedules, and supervises all athletic and recreation programs for 
duty personnel. 
Coordinates with representatives of the American Red Cross in the 
conduct of recreation programs for patients. 
Operates libraries, Army Exchanges, cafeterias, theaters, service clubs, 
field houses, guest houses, bowling alleys, and other recreation facilities. 
Arranges transportation and publicity for and assists in the production 
of volunteer shows. 
Secures and develops military talent for the purpose of producing enter- 
tainment for duty personnel and patients. 
(6) Contracts for and supervises such authorized concessions as are bene- 
ficial to military personnel. 
bh. Chaplains Branch. (The Chief of the Chaplains Branch will also serve on 
the special staff of the commanding officer as Hospital Chaplain with functions as 
pre scribed in AR 60-5 
1) Promotes the religious and moral welfare of patients and duty personnel. 
2) Arranges religious services for all faiths. 
5) Counsels personne! on religious and social problems. 
(4) Advises American Red Cross and Army Emergency Relief personnel o1 
welfare activities 
5) Visits hospital patients and prisoners in confinement. 
6) Maintains liaison with civilian organizations and families of military 
personnel on religious matters. 
7) Directs the utilization of chapels. 
Armed Forces Radio Service Branch. 
1) Provides intrahospital radio programs for the entertainment and in- 
formation of patients 
(2) Operates the Hospital Program Distribution System. 
d. Hospital Treasurer’s Branch. The Hospital Treasurer 
(1) Exercises centralized custodial responsibility for the Hospital Funds, the 
Patients’ Fund, the Post Trust Fund, and all non-appropriated welfare 
funds authorized under paragraph 4b, AR 210-50, 9 December 1949, 
as amended. 
Operates central clearance service for patients and duty personnel 


SECTION \ 


PERSONNEL DIVISION 


24. General.—The onne is constituted to accomplish all personnel 
administration functions applicabl patients and duty personnel. This 
volves the procurement, t ‘aining, class tion, assignment, and separation of 

1, the recepti al d n of patients, and the pay of both 

‘ords and preparation of reports per- 

» of patients, the maintenance of these 

reports which are related directly to personnel 


Service Records): it also includes the maintenance of a 


rsonnel Division. L. dnctiion 


fF the Personnel Division. 


tes policies for and directs operation of 


he various branches of the Personnel 


Represents the commanding officer in contacts with higher headquarters 
regarding personne | matters 
Is responsible for the preparation of Special Orders and Letter Orders 
he or one of his assistants will be authorized to authenticate such 
orde rs 
bh. Qualifications The Chief of the Personnel Division will be an officer of the 
Medical Service Corps. 
26 1] gan ation a Components The Personnel Division will be composed 
of six branches: namely, Militarv Personnel Branch, Civilian Personnel Branch, 
Troop Command Branch, Training Branch, Finance Braneh, and Safety Branch 
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h. Skeleton Chart. 


Office of the Commanding Officer 


Personnel Division 


Military Civilian Troop 
Personnel Personnel ‘ommand 
Branch Branel Branch 


Training 
Branch 


Delineation of functions.—a. Military Personnel Branch. 

Administrative action necessary for the procurement, classification 
assignment, transfer, promotion, pay, demotion, and separation or 
retirement of military duty personnel, and patients as applicable 

Preparation of required personnel reports and the maintenance of pre- 
scribed personnel records pertaining to military personnel, the responsi- 
bility for which has not been assigned to the Medical Records, Reports, 
and Tabulating Division. Edits and authenticates mechanically 
prepared reports and records pertaining to military personnel. 

(3) Supervision of the Career Guidance, Life Insurance, and Savings Pro- 
grams, 

(4) Accomplishes administrative action necessary to the admission and 
disposition of hospital patients. This includes making arrangements 
for the transportation of incoming patients from the place of debarka- 
tion, i. e., airport or railroad station, to the hospital; the reception of 
patients; coordination or accomplishment of all administrative actions 
involved in the admitting process; and making arrangements for the 
transportation of outgoing or discharged patients. (The Chief of the 
Medieal Reeords, Reports, and Tabulating Division exercises technical 
supervision over the preparation of source documents from which 
Daily Admission and Disposition Sheet is prepared 

bh. Civilian Personnel Branch 

(1) The procurement, placement, classification, and separation of civilian 
personne} 

Administrative supervision over functions of local Board of | Ss. Civil 
Service Examiners, where authorized. 

Assist the Chief of the Personnel Division 
relations 

Administration of emplovees’ efficiency rating system, 

Accomplishe s civilian job classifications, 

Prepares reports and maintains records pertaining to civilian per: 
the responsibility for which has not been assigned to the Medical 
Reeords feports, and Tabulating Division. Edits and certifies 
machine prepared reports and records pertaining to civilian personnel. 

e Troop Command Branch. The Troop Command Branch will include a 
troop commander and all detachments and similar units assigned or attached to 
the hospital. The troop comnimander will: 

(1) Command the composite service force composed of all detachments and 
similar units assigned or attached to the hospital, ineluding patient 
detachments, to the extent authorized by law and Army Regulations. 

Coordinate the administration and discipline of the eommand. 

Evaluate the training requirements of enlisted duty personnel and 
collaborate with the Chief of the Training Branch in the design and 
implementation of training programs 

Conduct liaison with commanders of attached Air Foree units to insure 
compliance with administrative policies of the hospital commander 

Have responsibility for the receipt, custody, and disposition of clothing 
and baggage of hospital patients and for the maintenance of prescribed 


records pertaining thereto, 





290 MEDICAL CARE FOR VETERANS 


(6) Have responsibility for the requisition and proper use of organizational 

equipment by duty personnel. 

(7) Perform the duties of the provost marshal, including the following specific 
functions: 

(a) Advise commanding officer and staff on security matters. 

Provide interior guard, town patrols, and guards for prisoner details 
as required. 

Enforce traffic regulations and maintain order within the command. 

Apprehend absentees and return them to military control. 

Operate guardhouse and assign prisoners to work details. 

Maintain liaison with civil law enforcement agencies. 

Conduct loyalty investigations of military and civilian personnel of 
the hospital, as required. 

(h) Conduct investigations of incidents. 

Training Branch. 

(1) Analyzes prescribed training program, plans, schedules, and supervises 
the training of all personnel of the command, except professional 
training, assuring compliance with training directives of higher au- 
thorities; designs special training programs to serve local needs. 

2) Obtains, develops, distributes, and supervises the utilization of training 
aids and materials; supervises the utilization of training facilities. 

(3) Conducts safety training programs for the promotion of safe work 
practices, in collaboration with the safety officer. 

Supervises publication of hospital newspaper. 

Prepares news summaries; maintains information centers; and distributes 
informational posters, maps, foreign language instructional guides, 
exhibits, discussion materials, and publications. 

(6) Promotes participation in United States Armed Forces Institute and 
college extension courses and conducts ‘‘off-duty’’ educational pro- 
grams for patients and duty personnel. 

(7) Conduets Troop Information Program. (The Chief of the Training 
Branch will serve as Troop Information and Education Officer.) 

Finance Branch. 

(1) Supervises and coordinates the activities of the branch. 

(2) Checks vouchers and claims for completeness, legality, and adequacy of 
supporting papers. 

(3) Computes mileage, ration, and travel allowance vouchers for military and 
civilian personnel. 

(4) Follows up to insure that corrective action is taken on “Notices of Ex- 
ception”’ received from the General Accounting Office. 

Provides information and advice for duty and patient personnel regarding 

pay and allowances. 

(6) Furnishes advice regarding allotments, United States Savings Bonds, 
soldiers’ deposits, and separation pay. 

(7) Disburses salaries of military and civilian personnel of the command by 
money or check. 

(8) Makes cash disbursements in payment of vouchers; balances books 
daily with Fiseal Branch. 

9) Maintains reeords of all disbursements and indicates payment on 
vouchers. 

(10) Reeeives and deposits all money collected for deposit to credit of the 

Treasurer of the United States. 

(11) Requisitions, receives, and accounts for United States Savings Bonds for 
issue to military and civilian personnel. 

12) Inspeets all allotments and deductions of pay of military personnel for 
correctness; insures that proper deductions are entered on pay orders; 
processes and forwards allotment forms to the appropriate allot- 
ment. office. 

Instructs and advises accountable officers in the prescribed accounting 
procedures and maintenance of records. 

(14) Insures that audits are adequate in order to detect irregularities, ineffi- 

ciency, and waste. 

g. Safety Branch.—Supervises a program to provide proper accident controls 
for all operations and activities under command or administrative jurisdiction of 
the installation commander, and for all personnel assigned to, stationed at, em- 
ployed by, or otherwise engaged in normal activities of the installation (including 
persons working on the installation by contract with the post engineer; employees 
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of Army exchanges, messes, or concessions; and residents of or visitors to the 
post), as prescribed in SR 3885-10-20. 
Section VI 
FOOD SERVICE DIVISION 

Paragraph 
General 28 
Chief, Food Service Division 29 
Organization 40) 
Delineation of Functions . F 31 

28. General.—The Food Service Division is responsible for feeding patients 
and personnel as authorized. This includes the procurement and storage of 
food items, the planning of menus, and the preparation and serving of food. 

29. Chief, Food Service Division.—a. Functions: 

(1) Directs, supervises, and inspects the operation of the Food Service 
Division. 
(2) Advises the commanding officer regarding the activities of the Food 
Service Division. 
Maintains liaison with the chiefs of professional services, 
Formulates policies and develops procedures required for the efficient 
operation of the Food Service Division. 
Plans nutritionally adequate menus within prescribed financial lim- 
itations. 
Supervises Management of personnel as necessary to assure proper 
utilization thereof and a high state of discipline and morale. 
Supervises sanitation within the Food Service Division and food 
conservation. 
Conducts technical and on-the-job training programs in the Food Service 
field for both military and civilian personnel in collaboration with the 
Chief, Training Branch, Personnel Division. 
Assists the Chief of the Personnel Division in the conduct of the Food 
Service Career Guidance Program. 
Supervises the enforcement of adequate security measures within the 
division. 
Prepares reports and maintains records and publications as prescribed. 
Conducts professional training programs for dietitians, in collaboration 
with the Chief, Training Branch, Personnel Division. 
(13) Makes duty assignments of dietitians as necessary to accomplish mission. 
(14) Directs, coordinates, and supervises the operations and functions of all 
subordinate organizational components and key personnel. 

b. Qualifications. The Chief of the Food Service Division will be an officer of 
the Women’s Medical Specialist Corps (Dietitian). 

30. Organization.—a. Components. The Food Service Division is composed of 
five branches, as follows: Food Supply Branch, Meat Processing Branch, Pastry 
Branch, Production and Service Branch, and the Ward Food Service Branch. 

b. Skeleton Chart. 


Office of the Commanding Officer 


Food Service Division 


Production Ward Food 
& Service Service 
Branch Branch 


Food Meat 
Supply Processing 
Branch Branch 


Pastry 
Branch 


31. Delineation of functions.—a. Food Supply Branch: 
(1) Procures, inspects, receives, stores, and issues food items as required by 
the Food Service Division. 
2) Requisitions, receives, and distributes general supplies, as required 
within the Food Service Division. 





MEDICAL CARE FOR VETERANS 


Procures, safeguards, and accounts for all equipment in the Food Service 
Division, and supervises the maintenance thereof, except that equip- 
ment for which maintenance supervision is a responsibility of the Chief, 
Engineer Division. 

(4) Prepares reports and maintains records as required for food cost account- 
Ing purposes. 

Meat Proce SSUNg Branch. 

(1) Requisitions and receives meats, fish, and poultry from the Food Supply 

Branch of the Division. 

Processes meats, fish, and poultry as required to fill kitchen requisitions. 

3) Renders fat. 

Pastry Branch C 

1) Requisitions and receives pastry ingredients from the Food Supply 
Branch of the Division. 

Prepares pastry products, hot breads, and desserts as required to fill 

kitchen requisitions. 

Product on and Ne rpice Brancl 

1) Operates all kitchens and dining rooms, except those located on the 
wards. 

Requisitions and receives meats, pastry items, staples, and perishables 
from servicing branches within the division. 

Prepares food for regular and special diets in accordance with prescribed 
menus. 


9 


Serves food to patients and personnel authorized to subsist in dining 
rooms operated by the branch. 
5) Loads carts with foods of kind and in quantity to satisfy ward requisitions, 
Ward Food Service Branch 
Operates all ward kitchens and dining rooms located on wards. 
Requisitions food items required for ward food service. 
Serves prescribed diets to designated patients on the ward or in the ward 
dining rooms, 
The dietician in charge on the Ward Food Service Branch may call on 
the Ward Nurse to assign ward personnel to carry trays. 


Seetion VII 


ENGINEER DIVISION 


32. Genera!.—The Engineer Division performs functions pertaining to main- 
tenance, repair, and preservation of all buildings, structures, and real property 
of the hospital; operates the utilities plants and systems; provides fire protection; 


maintains repairs and utilities cost and property accounting systems and related 


manage! it services, in accordance with the provisions of SR 10-500-1. 


33. Post Engineer. Che Post Engineer es as staff officer of the commanding 
officer. 


commandin itficer, dep mmanding officer, and 
officer, as ay ‘able regarding wineering matters. 
for technical procedure d management functions 


pairs al 


Furnishes the claims officer technical advice and assistance as to loss, 

nage, or destruction of buildings. 

Supervises and coordinates improvements of the hospital plant, including 
landscaping, construction and repairs within the jurisdiction of the 
hospital commander. 

Coordinates matters pertaining to major construction with the respon- 
sible ace nei 

Establishes priority for repairs and utilities projects. 

ualifications. The Post Engineer will be an officer of the Corps of Engineers 
Organization.—a. Components. The Engineer Division will be composed 
branches, namely, ninistration and Management Branch: Buildings 
Ground sranc "ti ranch: and Fire Prevention and Protection 
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b. Skeleton Chart. 


Office of the Commanding Officer 


Engineer Division 


Administration Buildings Utilities Fire Prevention 
and Management and Grounds *. and Protection 


Branch Branch Branch Branch 


o- 


35. Delineation of functions. 
a. Administration and Management Branch 


(1) Accomplishes and coordinates operations pertaining to repairs and 
utilities cost accounting and budgeting. 
Provides general services 
Maintains property and stock record accounts and disposes of excess 
repairs and utilities supplies. 
Provides warehousing. 
Provides purchasing and contracting services. 
Processes work order requests 
(7) Provides necessary personnel and fiscal liaison. 
(8) Coordinates recurring and special reports. 
b. Buildings and Grounds Branch. 

(1) Plans, programs, and accomplishes the maintenance, repair, and improve- 
ment of buildings, structures, roads, railroads, grounds, drainage 
systems, repairs and utilities to special purpose equipment and vehicles. 

2) Plans and accomplishes refuse collection and disposal. 
(3) Plans and accomplishes insect and rodent control. 
1) Plans and accomplishes packing and crating. 


( 
~ 


c. Utilities Branch, Plans, programs, and accomplishes the operation, mainte- 
nance, and repair of all utilities plants and svstems. 

d. Fire Prevention and Protection Branch. Organizes and administers all fire- 
prevention and protection activities, including operation of fire department, 
establishment of hospital regulations covering reduction and elimination of 
fire hazards, and preparation of fire-prevention publicity for the hospital. 


Section VIII 


SUPPLY SERVICE DIVISION 


General 36 
Chief, Supply Division 87 
Organization 


38 
Delineation of functions 


3y 
36. General.—With the exception of engineer, and repairs and utilities supplies 
and equipment, the Supply Service Division is responsible for the determination 
of requirements for all kinds of equipment and supplies and for the procurement, 
receipt, storage, safeguarding, issue, inaintenance, and salvage thereof, it maintains 
records and prepares reports pertaining to supply transactions, assisted as necessary 
by the Medical Records, Reports and Tabulating Division. It also provides trans- 
portation, communications, and laundry service for the hospital. These functions 
are performed in accordance with provisions of SR 10-500-1 and pertinent Army 
Regulations. 
aa. Chief, Supply Ne rVvice Division a. Function S 
(1) Advises commanding officer and staff on supply matters 
2) Directs and coordinates activities relating to procurement, storage, 
issue, distribution, maintenance and repair, and salvage of supplies 
and equipment of the command. 
Insures proper integration and control of over-all supply programs, 
including utilization of storage, shop, warehousing, and materials 
handling facilities 
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Supervises the maintenance of stock control records and is responsible 
for determining and maintaining adequate levels of supply. 

(5) Maintains liaison with chiefs of professional services and other using 
agencies to keep them acquainted with the supply situation, and to 
acquire up-to-date knowledge of their supply requirements and prob- 
lems. 

(6) Directs, supervises, and coordinates the operations and functions of all 
subordinate organizational components and key personnel. 

(7) Disseminates relevant information, directives, regulations memoranda, 
ete., to all personnel concerned, and assures compliance with directives 
from higher authority pertaining to supply. 

b. Qualifications. The Chief of the Supply Service Division will normally be 
an officer of the Medical Service Corps, but may be from another technical service. 

38. Organization.—a. Components. The Supply Service Division is composed 
of seven branches, as follows: Supply Branch; Purchasing and Contracting Branch; 
Sales Store and Commissary Branch; Transportation Branch; Laundry and Linen 
Control Branch; Service Branch; and the Communieations Branch. 

b. Skeleton Chart. 


















Office of the Commanding Officer 


Supply Service Division 




























Purchasing & 
Contracting 
Branch 


Laundry & Linen 
Control Branch 







Transportation 


Supply Branch 


Branch 













Communications 
B anch 









Service 


Sales Store & 
Branch 


Commissary Br. 










39. Delineation of functions.—a,. The Supply Branch: 


(1) Edits all issue slips to determine appropriateness of the quantity requi- 







sitioned Coes 
(2) Recommends stock level for supplies for each unit that requisitions on 
the Supply Service Division. a 
3) Reviews machine prepared and other requisitions for submission to 








proper depots for replenishment of supplies. 
1) Prepares purchase requests on Purchasing and Contracting Branch for 
non-Standard and emergency items. 
)) Maintains stock record account and voucher register, by technical 
service, for all serviceable, unserviceable and excess supplies, assisted 
us necessary by the Medical Records, Reports, and Tabulating Divi- 









< 






sion. 
Maintains memorandum receipt account by technical service. 
7) Receives, stores, and ships supplies and equipment. 
(8) Issues supplies upon receipt of proper document. 
(9) Performs organizational maintenance (exclusive of that performed by 
operators). 
b. Purcha ; ing and Contracti ng B anch . ; : 
1) Procures all supplies, for which local procurement Is authorized from 
appropriated funds. 
2) Procures for other elements of the hospital from proper funds when 












requested. ee = : 
3) Coordinates procurement with Fiscal Officer to insure proper utilization 





of funds. 






c Transportation Branch: , 
1) Coordinates all motor, rail and air transportation to and from the hos- 






pital. 
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(2) Operates hospital motor pool. 

(3) Prepares and accomplishes bills of lading and transportation requests. 

Laundry and Linen Control Branch: 

(1) Operates hospital laundry. 

(2) Controls and processes all linen and laundry. 

Sales Store and Commissary Branch. 

(1) Operates the hospital sales store and commissary. 

(2) Furnishes the Chief of the Food Service Division information regarding 
availability and price of subsistence. 

Service Branch: 

(1) Provides delivery service of supplies and equipment including linen and 
pharmacy products, to using agencies within the hospital. 

(2) Aecomplishes the receipt, control and disposition of all salvage and sur- 
plus generated within the hospital. 

(3) Performs custodial services. 

(4) Performs other services, as determined by the commanding officer or by 
the Chief, Supply Service Division, which will improve the hospital 
efficiency and prevent. the professional services from having to perform 
service functions extraneous to their professional mission. 

g. Communications Branch. Operates the hospital communications system and 
maintains the hospital program distribution system. 


SectTion IX 


MEDICAL RECORDS, REPORTS, AND TABULATING DIVISION 


Paragraph 
General... 40 
Chief, Medical Records, Reports and Tabulating Division 11 
Organization 412 
Delineation of functions ; ea 43 


40. General—The Medical Records, Reports, and Tabulating Division is 
responsible for the review and maintenance of the clinical records of all patients 
and for the collection, compilation, and verification of statistical data and for the 
preparation of reports based thereon. It also performs those accounting and 
document preparing functions adaptable to accomplishment through the use of 
electric accounting machines whenever such method is determined to be most 
desirable. 

$1. Chief, Medical Records, Reports, and Tabulating Division.—a. Functions: 

(1) Directs the operation of the division, 

(2) Supervises the preparation of reports and the maintenance of records, 
responsibility for which has been assigned to the division. 

(3) Advises and assists chiefs of divisions and services in matters pertaining 
to machine-prepared. statistics and accounting. 

(4) Designs procedures for the accomplishment of functions assigned to the 
division. 

(5) Exercises technical supervision over the preparation of source documents 
from which daily admission and disposition sheets are prepared. 

bh. Qualifications. The Chief of the Medical Records, Reports, and Tabulating 
Division will be an officer of the Medical Service Corps or a civilian employee 
qualified in the fields of medical records, statistics, or accounting, 

12. Organization.—a. Components: The Medical Records, Reports, and Tabu- 
lating Division will be composed of three branches; namely, Reports and Statis- 
tics Branch, Machine Tabulating Branch, and the Medical Records Branch. 

b. Skeleton Chart: 


Office of the Commanding Officer 


Medical Records, Reports 
and Tabulating Division 


Machine Medical 
Tabulating Records 
Branch Branch 


Reports and 
Statistics Branch 
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Delineation of functions.—a. Reports and Statistics Branch: 


Has primary responsibility for the preparation and analysis of medical 
statistical reports. This includes reports of the type required by 
AR 40-1025 and AR 40-1080 dealing with summary statements of 
medical care rendered patients (including outpatients), and reports of 
bed status and related matters. 

Accomplishes administrative action related to seriously ill patients, 
deaths, and births, and prepares reports pertaining thereto. 

Maintains statistical records and prepares special and regular statistical 
reports required for intra-hospital and extra-hospital use whenever the 
collection, compilation, and verification of statistical data for such 
reports or records can be accomplished more economically and as 
effectively by the Medical Records, Reports, and Tabulating Division 
than by the division or service having primary responsibility therefor 
or interest therein. 

Assists the management office in the preparation of reports and the 
mainteance of records of functional cost and performance which will 
enable responsible personnel to implement effective management 
controls and exercise planned control of available funds. 

tecords, classifies, and summarizes expenses by element of cost, by 
method of financing, by operation, function, activity, mission, and/or 
program, as necessary to determine the separate and aggregate costs on 
an organizational basis of the various phases and items of production or 
performance, and as required by the management office. 

Computes and prepares payrolls for all civilian personnel, when author- 
ized, 

Prepares required earning records, deduetion records and retirement 
records of civilian personnel, when authorized. 

Prepares individual earnings statements and pay checks for civilian 
personnel, when authorized. 

Maintains electric accounting punched cards showing the stock balance 
for each item of supply. 

Maintains electric accounting punched cards with current price informa- 
tion so that accurate cost accounting information will result. 

Prepares transaction registers reflecting all transactions affecting items of 
supply. 

Edits all requisitions mechanically for availabilitv of supply. 

Prepares credit issue vouchers for the issue of all supplies. 

Prepares analysis of demand for use as a guide in revision of stock levels. 

Prepares and maintains records of items due-out to the various hospital 
supply accounts 

16) Prepares depot requisitions mechanically. 

17) Maintains electric accounting punched cards indicating the status of 
memorandum receipt accounts. 

Machine Tabulating Branch. 

1) Operates electric accounting machines to serve the mission of the Medical 
Records, Reports, and Tabulating Division. 

(2) Instructs personnel in the operation and maintenance of machines em- 
ploved in the branch. 

Vedical Pecords Rranch 

1) Receives, reviews, and processes medical records, including clinical ree- 
ords of completed cases; refers incomplete or inadequate clinical records 
to the responsible ward doctor or chief of service for corrective action- 
Reviews clinical and other medical records received with the patient, 
in cases transferred to the hospital, and establishes that all necessary 
records have been transmitted or initiates necessary action to obtain 
missing records 

Maintains classified indexes to the records of cases which have been 
treated by the hospital, including diagnosis index of the clinical records 
operations index, death index, register number file, nominal index, ete. 

Provides medical records research service for the professional staff; per- 
forms research, utilizing data on medical records, for the commanding 
officer or for the management officer. As requested, obtains clinical 
records for members of the professional staff, either from the files 
maintained in the brane h, from microfilm records, or by correspondence 
with the Office of the Adjutant General, or with other hospitals in or 
out of the Army 

Assists the Records Management Officer in the disposition of medical 
records maintained by the branch. 





MEDICAL CARE FOR VETERANS 


SecTION X 
DENTAL SERVICE 


General 

Chief, Dental Service 
Organization 
Delineation of functions 


14. General.—The Dental Service provides complete dental service for 
dental cases admitted to the hospital or seen on an out-patient basis. 


15. Chief, Dental Service.—a. Functions. The Chief of Dental Service is 
sponsible for the organization, operation, and efficiency of the Dental Service and 
for the proper performance of all functions assigned thereto. He provides con- 
sultation service as required and gives his personal attention to any dental patient 
on the seriously ill list. He is responsible for the technical training and efficienes 
of all personnel assigned to the Dental Service. He directs, supervises, and co- 
ordinates the operation and functions of all subordinate organizational compon- 
ents and key personnel. The provisions of AR 40-15 will be complied with where 
applicable. 

b. Qualifications. The Chief of the Dental Service will be an officer 
Dental Corps. 

46. Organization.—a. Components. The Dental Service is composed of sec- 
tions. Basically, these are an Operative Section, a Prosthodontia Section, and 
an Oral Surgery Section. If the size of the service and available personnel war- 
rants, additional sections are established, such as an X-rav and Oral Diagnostic 
Section, a Periodentic Section, and Orthodentie Section. Care will be exercised 
in the establishment of specialty sections so as to avoid an unequal distribution 
of the workload of the Dental Service. 

bh, Skeleton Chart. 


Office of the Commanding Officer 


Dental Service 


Operative Prosthodentia 
Section ae section 


17. Delineation of functions: a. Provides diagnostic service, and care and treat- 
ment as required, for all patients assigned or referred to the Dental Service. 

b. Operates the various sections of the service. 

¢. Performs dental examinations and surveys. 
d. Prepares and submits reports and maintains records as required. 

e. Conducts in-service technical training of dental personnel, atiached 
assigned. 


Section XI 
LARORATORY SERVIC! 


General 

Chief, Laboratory Service 
Organization 
Delineation of functions 

18. General.—The Laboratory Service provides complete laboratory service for 
the hospital. 

19, ( hae Fi Lahorator / Ne reice a I sanctions ‘I he Chief ol Laboratory service 
is responsible for the organization, operation, and efficiency of the laboratory 
service and for the proper performance of all functions assigned thereto. He is 
responsible for the technical training and efficiency of all personnel assigned to the 
Laboratory Service. He directs, supervises, and coordinates the operations and 


S4610 
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functions of all subordinate organizational components and key personnel. He 
performs or supervises the performance of autopsies. 

b. Qualifications. The Chief of Laboratory Service will be an officer of the 
Medical Corps. 

50. Organization.—a. Components. The Laboratory Service is composed of 
seven sections, as follows: Pathology Section, Bacteriology Section, Clinical 
Microscopy Section, Serology Section, Chemistry Section, Transfusion Section, 
Medical lustration Section. 

b. Skeleton Chart. 


Office of the Commanding Officer 
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sacteriology Chemistry Serology Transfusion 


Section Section Section Section 


Pathology Medical Clinical 
Section Illustration Microscopy 
F Section Section 


51. Delineation of functions: a. Operates pathology, clinical microscopy, chem- 
istry, bacteriology, transfusion, medical illustration, and serology sections. 

6b. Performs autopsies; prepares protocols; operates the morgue. 

ce. Maintains list of qualified blood donors, and maintains transfusion reserves 


when authorized. 

d. Forwards representative samples of specimens to higher echelon laboratories, 
as required. 

e. Provides necessary laboratory diagnostic consultant services. 

f. Operates Clinical Photographie Laboratory. 

g. Prepares and submits reports and maintains records as required. 

h. Conducts in-service technical training of laboratory personnel. 


Secrion XII 


MEDICAL SERVICE 
Para- 
graph 
52 
53 
4 


20 


of functions 


52. General.—The Medical Service provides diagnostic service, care, and treat- 
ment, as required, for all patients assigned or referred to the Medical Service. 

53. Chief, Medical Service-—a. Functions. The Chief of Medical Service is 
responsible for the organization, operation, and efficiency of the Medical Service 
and for the proper care and treatment of all patients assigned thereto. He pro- 
vides consultation service, as required, and gives his personal attention to all 
medical patients on the seriously ill list. He is responsible for the technical train- 
ing and efficiency of all personnel assigned to the Medical Service. He directs, 
supervises, and coordinates the operations and functions of all subordinate organi- 
zational components, and key personnel. 

b. Qualifications. The Chief of Medical Service will be an officer of the Medical 
Corps. 

54. Organization.—a. Components. The Medical Service is composed of five 
sections, as follows: Communicable Disease Section, General Medicine Section, 
Dermatology Section, Cardiology Section, and Gastro-enterology Section. In 
addition, the office of the Chief of Medical Service will include a Medical Service 
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Corps Officer who will serve as Administrative Assistant to the Chief, and whose 

functions may include the assumption of property responsibility within the serv- 

ices, liaison with other elements of the hospital on administrative matters, and 

administrative control over patients and nonprofessional personnel of the service. 
b. Skeleton Chart. 


Otlice of the Commanding Officer 


Medical Service 


Communicable General Gastro 
Disease Medicine enterology 
Section Section Section 


Dermatology 
Section 


Cardiology 
Section 


55. Delineation of functions—a. Provides dianostic service, care, and treatment 
as required, for all patients assigned or referred to the Medical Service. 

b. Operates general medicine, communicable disease, cardiology (including 
electrocardiograph laboratory), dermatology, gastroenterology sections. (Vene- 
real disease treatment will be provided by either communicable disease or der- 
matology section, or a combination of these two sections when hospitalization is 
required or necessary.) 

c. Operates all assigned wards. 

d. Provides adjunctive clinical and consulation service. 

e. Prepares and submits reports and maintains records as required. 


Section XIII 


NURSING SERVICE 


General. . 
Chief, Nursing Service— Functions 
Organization -. 
Delineation of functions... 

56. General.—The Nursing Service provides all nursing care required by th 
various professional units of the hospital. 

57. Chief, Nursing Service.—a. Functions and Responsibilities. 

(1) Organizes, directs, and supervises all functions included in nursing care 
and service. 

Advise the commanding officer on all matters pertaining to nurses an 
the nursing service. 

Maintains liaison with the chiefs of professional services and admin- 
istrative divisions, 

Formulates policies and develops procedures required for the efficien 
operation of the nursing service. 

Directs the assignment of all personnel performing nursing duties and 
supervises the utilization thereof. 

Acts as consultant to the Chief, Civilian Personnel Branch, in the prey 
aration of job descriptions for personnel to be employed in assistit 
with nursing care. 

Conducts technical and on-the-job training programs for all nonprofes- 
sional personnel assigned to nursing duties, in collaboration with the 
appropriate chiefs of professional service and the Chief of the Training 
Branch, Personnel Division. 

8) Conducts in-service staff education program for professional nurses, in 
collaboration with the Chief of the Training Branch, Personne] 
Division. 
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(9) Prepares reports and maintains records and publications as prescribed 
(10) Advises the management office regarding nursing requirements. 
(11) Recommends the procurement of equipment and supplies to carry on ar 
efficient nursing service. 
Maintains liaison with professional nursing Organizations in vicinity. 
Acts as adviser to Balleting Officer on housing for medical department 
women Officers. 

b. Cualtfications.—The Chief of the Nursing Service will be an Offieer of the 
Army Nurse Corps. 

58. Organization.—a. Ordinarily a supervisor will be assigned to the office of 
the Chief of Surgical Service and to the office of the Chief of Medical Service; 
a supervisor will be assigned to the office of the Chief of Neuropsychiatry Servics 
if warranted. Under such an organization the supervisor directs all nursing care 
on the service to which she is assigned. However, at hospitals where patients are 
widely dispersed it may be desirable to assign a supervisor to supervise all nursing 
service required in a particular building, group of buildings, or seetion of the 
hospital, without regard to the categories of patients hospitalized therein. 

b. The Chief, Nursing Service, is encouraged to delegate to nursing supervisors 
those duties pertaining to the assignment and immediate supervision of nursing 
personnel, Delegation of such duties does not relieve the Chief, Nursing Service 
of responsibility for the over-all supervision of nursing service 

59 De line ation of Fun lions. 


12) 
(13) 


SECTION XIV 


NEUROPSYCHIATRY SERVICE 


General 

Chief, Neuropsychiatry Service 
Organization 

Delineation of functions 


60. General.—The Neuropsychiatry Service provides diagnostic service, care 
and treatment, as required, to all patients assigned or referred to the Neuro- 
psychiatry Service. 

61. Chief, Neuropsychiatry Service a. Functions. 

(1) Is responsible for the organization operation, and efficiency of the Neuro- 
psychiatry Service and for the proper care and treatment of all patients 
assigned thereto. 

Provides consultation service, as required, and gives his personal attention 
to all neuropsychiatric patients on the seriously-ill list. 

Is responsible for the technical training and efficiency of all personne! 
assigned to the Neuropsychiatry Service 

Directs, supervises, and coordinates the operations and functions of all 
subordinate organizational components and kev personnel. 

Provides technical and professional supervision in coordination with other 
services to furnish adjunctive, occupational, phvsical, educational, re- 
conditioning, and recreational therapeutics for all neuropsychiatric 
patients. 

6) Initiates, supervises, and coordinates research in neuropsychiatry and 
related fieids. 

b. Qualifications.—The Chief of the Neuropsychiatry Service will be an officer 
of the Medical Corps. 

62. Organization.—a. Components. The Neuropsychiatry Service is composed 
of five sections, namely, Psychiatry Section, Neurology Section, Consultation 
Section, Clinical Psychology Section, and Psychiatric Social Work Section.  [: 
addition, the office of the Chief of Neuropsvchiatry Service will include a Medica! 
Service Corps Officer who will serve as Administrative Assistant to the Chief, 
and whose functions may include the assumption of property responsibility 
within the service, liaison with other elements of the hospital on administrative 
, and administrative control over patients and nonprofessional personne! 
of the service. 


matters 
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b. Skeleton Chart 


Office of the Commanding Officer 


Neuropsychiatry 
Service 


Psychiatr) Neurology Consultation 
Section Section Section 


Clinical Psychology Psychiatrie Social 
Section Work Section 


63. Delineation of ‘unclions. a. The Psychiatry Section. The Psychiatry 
Section operates open and closed ward subsections and other psychiatrie sections 
as may be indicated; provides technical supervision and acts in administrative 
iaison to furnish specialized treatment in the Neuropsychiatric Section of wards 
functioning as convalescent or rehabilitative units. 

b. The Neurology Section. The Neurology Seetion operates assigned neurologi- 
cal wards and subsections on eleetroencephalography and neurosyphilis as medical 
circumstances may indicate. Neurosyphilis with pyschiatrie or neurological com- 
plications will be treated under the technical supervision of the Neuropsychiatry 
Service. 

ce. The Consultation Section.—The consultation Section provides consultative 
and treatment facilities to referred inpatients through its psychiatric liaison section 
and diagnostic and treatment facilities to outpatients through the psychiatric 
outpatient clinic 

l. The Clinical Psychology Section. The Clinical Psychology Section collects, 
evaluates and records for the clinical record psychological data based upon th 
use of psychological techniques and acts as an aid to establishment of diagnoses 
and assists in differential diagnoses; provides for remedial therapy in cases of 
ensory and motor defects. Counsels on educational and vocational problems of 
military personnel with psychological disability and assists in or carries out 
psychotherapy under supervision of the psychiatrist; performs experimental 
research in the general field of clinical psychology and provides instruction and 
training in the practice of clinical psychology to appropriate members of the 
stall, 

The Psychiatrie Social Work Section. The Psychiatrie Social Work Section 
ollects, evaluates, and records for the clinical record pertinent social and medical 
data on patients as made for diagnosis and treatment; helps patients to meet 
immediate comfort needs: helps patients to accept hospitalization and to adjust 
to return to duty or to discharge; helps patients to meet and understand environ- 
mental and situational factors as related to their emotional and personality 
problems; performs such individual and group therapy as may be directed by the 
psychiatrist; and assists in convalescent care programs. 


e 


SECTION XV 


OUTPATIENT SERVICE 


sneral 64 
hief, Outpatient Service 65 


Organization 04 
Delineation of functions 66 


64. Ceneral The Out-patient Service provides or arranges for the treatment 
of all patients requiring outpatient care. It also operates the Hospital Pharmacy. 
65. Chief, Outpatient Service.—a. Functions. The Chief of the Outpatient 
Service is responsible for the organization, operation, and efficiency of the Out- 
patient Service and for the proper care and treatment of all patients reporting 
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thereto for outpatient treatment. He is responsible for the technical training and 
efficiency of all personnel assigned to the Outpatient Service and he directs, 
supervises, and coordinates the operations and functions of all subordinate organi- 
zational components and key personnel. 

b. Qualifications. The Chief of the Outpatient Service will be an officer of the 
Medical Corps. 

66. Organization. a. Components. The Outpatient Service is composed of 
two sections, namely, the Dispensary Section and the Pharmacy Section. 

b. Ske le ton Cha) ce 


Office of the Commanding Officer 


Outpatient Service 


Dispensary Pharmacy 
Section Section 


Delineation of functions.—a. Provides out-patient, sick call, and emergency 
eatinent services; operates dispensaries. 
Provides an attending physician when required. 

c. Performs miscellaneous physical examinations. 

d. Operates all pharmacies; stores, manufacturers, compounds, dispenses, and 
maintains records of pharmaceuticals for use in treatment of patients. 

c. Performs all immunizations and maintains necessary records. 

f. Acts as control point for the reception and referral of outpatients to various 
hospital clinics. 

g. Routes outpatients requiring admission through Admission Office with 
necessary authorization and data. 

h. Prepares and submits reports and maintains records as required. 

t. Conducts medical inspection functions. 


Section XVI 


PHYSICAL MEDICINE SERVICE 
Paragraph 
General “ on : Sau : 5 68 


Chief, Physical Medicine Service : J ; ‘j 69 
Organization ae cot Bie ‘ 70 
Delineation of functions_......-- ; 7 , , ‘ i 71 


68. General.—Physical Medicine Service provides diagnostic and therapeutic 
service, as required, for all patients referred thereto. 

69. Chief, Physical Medicine Service.—a. Functions. The Chief of the Phys- 
ical Medicine Service examines patients, performs special diagnostic procedure- 
as required and prescribes therapy as indicated. He is responsible for the organ- 
ization, operation and efficiency of the Physical Medicine Service. He is responsi- 
ble for the technical training and efficiency of all personnel assigned to the Physical 
Medicine Service. He directs, supervises, and coordinates the operations and 
functions of all subordinate organizational components and key personnel. 

bh. Qualifications. The Chief of the Physical Medicine Service will be an officer 
of the Medical Corps. 

70. Organization.—a. Components. The Physical Medicine Service is composed 
of five sections, as follows: Administrative Section; Consultation and Diagnostic 
Section; Physical Therapy Section; Physical Reconditioning Section; Occupational 
Therapy Section. (The Chiefs of the Physical and Occupational Therapy 
Sections will be officers of the Women’s Medical Specialist Corps.) 
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bh. Skeleton Chart: 


Office of the Commanding Officer 


Physical Medicine Service 


Consultation Physical 
and Diagnostic Therapy 
Section Section 


Administrative 
Section 


Physical Occupational 
conditioning Therapy 
Section Section 


71. Delineation of functions.—a. Provides diagnostie service and necessary 
treatment to all patients referred or assigned to the physical medicine service. 

b. Operates and correlates the physical therapy, occupational therapy, and phys- 
cal reconditioning sections. 

c. Operates all assigned wards. 

d. Provides necessary clinical and consultant services. 

e. Coordinates with the chiefs of respective services in the treatment of tuber- 
culous and neuropsychiatric patients. 

f. Prepares and submits reports and maintains records as required. 

g. Conducts in-service technical training of personnel assigned to the Physical 
Medicine Service. 


Section XVII 
RADIOLOGY SERVICE 


General , 
Chief, Radiology Service 
Organization 
Delineation of functions 
72. General.—The Radiology Service provides diagnostic and therapeutic 
radiology service, as required in the examination, care, and treatment of hos- 
pitalized patients and outpatients. 
73. Chief, Radiology Service.—a. Functions. 
(1) Directs the operation of the Radiology Service. 
(2) Makes and supervises the making of X-ray and Fluorosecopic examina- 
tions. 
(3) Directs the developing of films and interprets films and fluoroscopic 
screen images. 
Confers with other medical officers and dental officers in the diagnosis of 
cases through interpretation of X-ray examinations. 
Supervises the training of technicians in the technical use of X-ray 
equipment. 
Supervises the care and maintenance of X-ray equipment. 
Supervises the preparation of reports and the maintenance of records 
required of the Radiology Service. 
(8S) Supervises the filing and disposition of X-ray films. 
b. Qualifications.—The Chief of the Radiology Service will be an officer of 
the Medical Corps. 
74. Organization.—a. Components. The Radiology Service is composed of the 
Diagnostic Section and the Therapy Section. 
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eton Chart. 


Office of the Commanding Officer 


Radiology Service 


Diagnostic Therapy 
Section Section 


». Delineation of functions.—a. Operates diagnostic and therapy sections, 
makes X-ray and fluoroscopic examination, develops films, and interprets films 
and fluoroscopic screen images. 
4. Prepares and submits reports and maintains records as required. 
Files and disposes of X-ray films as directed. 
/. Supervises the care and maintenance of X-ray equipment. 
Conducts in-service technical training of Radiology Service personnel. 


SECTION XVIII 


SERVIC! 
Paragraph 
76 
77 
78 
ms 79 


16. General.—The Surgical Service provides diagnostic service, care, and treat- 


ment, as required, to all patients assigned or referred to the Surgical Service. 
77. Chief, Surgical Service.—a. Functions. The Chief of the Surgical Service 
s responsible for the organization, operation, and efficiency of the Surgical S-rvice 
and for the proper care and treatment of all patients assigned thereto. He pro- 
vides consultation service, as required, and gives his personal attention to all 
surgical patients on the seriously ill list He is responsible for the technical 
training and efficiency of all personnel assigned to the Surgical Service. He 
directs, coordinates, and supervises the operations and functions of all subordinate 
organizational components and key personnel. 

ons. The Chief of Surgical Service will be an officer of the Medical 


on. a. Camponents The Surgical Service is composed of eight 
General Surgery Section; Anesthesia and Operative Section; 

kK Nose, and Throat Section; Orthopedic Section; 

gy Section; and Obstretrics and Gynecology Sec- 

tice of the Chief of Surgical Service will include a Medical 
-who will serve as Administrative Assistant to the Chief, and 


include the assumption of property responsibility within the 
ments of the hospital on administrative matters, 
ver patients and nonprofessional personnel of the 
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b. Skeleton chart. 


Office of the Commanding Officer 


Surgical Service 


Septic 
Surgery 
Section 


General Anesthesia 
Sergery and Operative 
Section Section 


Orthopedics 
Section 


EENT General Obstetrics and 
service . Gynecology 


Section ; : ‘ 
don section section 


79. Delineation of functions.—a. Provides diagnostic service, and eare and 
treatment, as required, for all patients assigned or referred to the Surgical Service 

b. Operates the sections of the service. 

c. Operates an orthopedic brace shop under the immediate supervision of the 
Orthopedics Section. 

d. Operates all assigned wards. 

e. Provides necessary clinical and consultation services. 

f. Prepares and submits reports, and maintains records as required. 


Section XIX 
REFERENCES 


80. Deviations.—U. 8. Army hospitals designated as Class II Installations or 
Activities are authorized to deviate from the provisions of the following Depart- 
ment of the Army directives as necessary to the implementation of these Special 
Regulations: Para 18f (4), SR 210—50—4; Para 2a, (1), AR 40-705 

81. References—SR 10-500-1, SR 20-10-12, SR 385-10-20, AR 20-5 
AR 20-10, AR 20-30, AR 60-5, AR 35-850, AR 305-15, AR 310-10, TM 12-275, 
TM 12-205 

81. References.—a. The following inelosures are furnished for reference purposes 

1) Inclosure No. 1: Struestural organization chart 
(2) Inclosure No. 2: Index to this circular. 

b. List of references. 

82. Supersedures. Pending revision, those portior 
with this circular are hereby superseded. 

MEDDD-DA (15 September 1950) 

Distribution: All Class Il Army Hospitals. 

By Command of Major General Bliss: 

; T. J. HARTForD, 
V0 a Ex eutive O flicer 
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INDEX TO SGO CIRCULAR 119 
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SGO ee OFFICE OF THE SURGEON GENERAL, U.S. Army, 


No. 163 Wasuinaton, D. C., 13 December 1950. 


Section 


Part One: Organization of U., S. Army hospitals designated as class II installations or activities, 
section I, Circular 119, SGO, 1950, amended... * ‘ ‘ ; I 
Part Two: (Not used). 


Part ONE 


TI. ORGANIZATION OF U. S. ARMY HOSPITALS DESIGNATED AS CLASS II INSTALLATIONS 
OR ACTIVITIES, SECTION I, CIRCULAR 119, SGO, 1950, AMENDED 


1. Section XIII is rescinded and the following substituted therefor: 
Section XIII 


NURSING SERVICE 
Paragraph 
General ; 56 
Chief, Nursing Service ‘ 5/ 
Organization... __ os 
Delineation of functions odes 5Y 


56. General.—The primary honction of the Cotes Service is nursing care. 
which includes the direct professional nursing care of patients as well as the 
activities associated with nursing care and service rendered by Nursing Service 
personnel. 
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57. Chief, Nursing Service.—a. Functions and Responsibilities: 
(1) Organizes, directs, and supervises all functions included in nursing care 
and service tc insure sufficient and competent nursing care for patients. 

Advises the commanding officer on all matters pertaining to nurses and 

the Nursing Service. 

Carries on a continuous analysis and evaluation of the nursing service 
rendered. 

Maintains liaison with the chiefs of professional services and administra- 
tive divisions. 

Conducts nursing poliecv-forming and problem-solving conferences with 

Nursing Service personnel. 

Defines the duties and establishes the general pattern of delegated 
authority and responsibility of Nursing Service personnel. 

Acts as consultant to the Chief, Civilian Personnel Branch, in the prepa- 
ration of job descriptions for personnel to be emploved in assisting 
with nursing care and service; coordinates the activities of such 
employees. 

Provides for the conduct of in-service staff education programs for pro- 
fessional nurses, including the orientation of new members of the staff 

Conduets technical and on-the-job training programs for all nonpro- 
fessional personnel assigned to Nursing Service, in collaboration with 
the appropriate chiefs of professional services and the Chief of the 
Training Branch, Personne! Division. 

Encourages and facilitates the professional advancement of the nurses 
by affording opportunities for further study and added experience. 

Prepares reports and maintains records and publications as prescribed 

Advises the Management Office regarding requirements for Nursing 
Service personnel and problem areas within the service. 

Recommends the procurement of equipment and supplies to carry on an 
efficient Nursing Service. 

Maintains liaison with professional nursing organizations in vicinity. 

Keeps abreast of new developments in medical science and nursing 
education. 

Acts as adviser to Billeting Officer on | for Medical Service 
women officers. 

j (ua ficat ons. The Chief of the Nursing Servi will be an officer of the 
Army Nurse Corps. She must have the ability to properly organize matériel 


and Nursing Service personnel, train associates, establish standards of nur 
care and judge performance, evaluate and record the quality of the care and ser 
rendered by Nursing Service personnel, and counsel personnel on the basi 
findings 


OS Iniza 1 rdinarily a nurse ipervisor will be assigned to 


Office of the chief of Medical Service and 
If warranted, a supervisor will 


mal professional services that may 


iy given professional service is not 

supervisor, one nurse may supervise 

a service is exceptionally large and 

‘rvisor may be needed to give adequate 

will be assigned to the office of the chief of 

nurse supervisors will be assigned as required. The 

lurse to be responsible for the nursing service of the hos- 

and night hours. 

Service should ret legate to the Service Nurse Supervisor 

o the assigument and immediate supervision of Nursing 

ion of such duties does not relieve the Chief, Nursing 
the over-all supervision of the Nursing Service. 

ns a. Service Nurse Supervisor 

Supervision in the Nursing Service is an administrative tech- 

ie throug!) +h the nursing care of patients is safeguarded, 

rsonnel are helped to improve the qualitv of their work, and the 

control necessary to good administration is exercised. Supervision 

involves oversight and inspection of work, issuance of instructions 

and evaluation of work performed, but it also implies leadership which 

is exercised through encouraging and obtaining the participation of 

‘sing personnel in determining what has to be done and the 


= necessary t aceoimnplish it effectivels 
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Good supervision recognizes that individuals develop and improve, and 

it aims to help the individual worker reach his maximum capacity 

and see the importance of his contribution to the work of the hospital. 
(2) Functions and Responsibilities. 

a) The Service Nurse Supervisor is responsible for the development 
administration, and supervision of the Nursing Service within a 
clinical service. 

b) The funetions of the Service Nurse Supervisor include: 

1. Maintaining general supervision of the nursing care given 
to patients and all nursing activities within the nursing 
units. 

Analyzing and evaluating the kind and amount of nursing 
service required in the nursing units and in cooperation 
with the head nurses, planning for effective administra- 
tion in each unit. 

Planning with the medical staff in relation to the nursing 
care of patients. 

Keeping the Chief Nurse and the Chief of the Servic 
informed of the needs of the nursing units, and of 
special problems. 

Interpreting to ward nursing personnel the policies of 
the Chief Nurse and the Chief of the Service and follow- 
ing through on their execution. 

Maintaining liaison on all appropriate matters between 
the section to which she is assigned and other depart- 
ments of the hospital 

Assisting in the study of methods of nursing care and 
nursing service for the purpose of promoting their con- 
tinuous improvement 

Planning for, and participating in the teaching of all 
nursing personnel in a program of in-service education 
including the orientation of new personne}. 

\ssisting in, planning for, and participating in the training 
of auxiliarv personnel. 

Under the guidance of the Chief of Service, planning and 
assisting in the teaching of positive and preventi: 
health measures to patients. 

Coordinating the administrative activities 
administrative assistant of the service. 

In conjunction with the administrative assistant, provid- 
ing for, and encouraging a free exchange of ideas and 
suggestions from all persons for the improvement of 
patient care. 

Coordinating the services rendered by other profession 
personnel with those of the nursing personnel within the 
nursing units, in the interest of adequate patient care. 

Making recommendations for procurement, uti ization and 
maintenance of supplies and equipmer 

Interpreting the principles of sood anniahaseiiiiind to 
nurses and encouraging them to apply these princi 
in their daily work. 

Helping to provide a comfortable, orderly, clean and safe 
environment for patients. 

Helping the head nurses plan the time of Nursing Service 
personnel and the assignment of duties so as to facilitate 
prompt and effective performance. 

In coordination with the Chief of the Service and the Chief 
Nurse, assigning professional and nonprofessional per- 
sonnel to the nursing units 

Examples of activities included in these funetions are: Observing 

personnel giving nursing care and helping them to adjust their care to 
the individual needs of the patient: inspection of the physical facilities 
for orderliness, cleanliness, and safety of patient: inspection of equip- 
ment; making rounds and h olding conferences with medical officers 
reviewing weeklv and daily time plans and adjusting them for adequate 
coverage of units; reviewing charts and nursing records see that order 


} 


have been promptly carried out and properly checked and that adequate 
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records have been made; conferring with patients and their visitors; 

keeping necessary records; helping in orienting new personnel; holding 

regular conferences,with the head nurses and other personnel as necessary. 
b. Ev. ning and Night Supe rvisors., 

(1) Responsibilities. The evening and night supervisors are responsible for 
the supervision of patient nursing care throughout the hospital and of 
all Nursing Service personnel. 

Functions and Activities. Their activities include visiting units to over- 
see nursing care, ascertaining the condition of patients, assisting 
nurses with new and unusual treatments, making any necessary 
adjustments for the nursing care of patients, receiving reports and 
advising personnel. In addition they will carry out such administra- 
tive responsibilities as may be directly delegated to her by the Com- 
manding Officer and the Chief Nurse. 

Head Nu SE. 

(1) Responsibilities. The Head Nurse will be responsible for the adminis- 
tration of the nursing service in a single nursing unit of a clinical 
division or unit of the operating, delivery or central supply rooms, or 
an outpatient department. 

F inctions and Activities. 

Making adequate provisions for the nursing care of patients in her 
unit and supervising that care. 

\rranging for the assistance required by the members of the medical 
staff and other professional personnel, and cooperating with them 
in providing for the patients’ total needs. 

Providing for and supervising the administration of treatments and 
medications ordered by the medical officers. 

Maintaining a comfortable, orderly, clean, and safe environment 
for patients. 

Providing for sccurate descriptive records of the medical treat ments 
earried out by nurses and of the nursing care of patients. 

Assigning the specific duties of nursing personnel, and coordinating 
and supervising their activities. 

Evaluating the quality of the service given by Nursing Service 
personnel, and counseling on the basis of findings. 

Identifying nursing and nursing service problems needing study, 
and cooperating in their solution. 

Utilizing all opportunities to enrich the clinical experience afforded 
staff nurses. 

Assisting in the orientation of new personnel to the unit. 

Assisting in the teaching of all Nursing Service personnel. 

Directing such housekeeping activities as are the responsibility of 
the Nursing Service. 

Securing, storing, and distributing supplies and equipment, and 
providing for their conservation and economical use. 

Initiating requests for repairs or replacements needed within the 
unit. 

Assisting in maintaining discipline within the unit. Examples of 
activities included in these functions are: Preparing weekly and 
daily time plans for the unit to insure equitable distribution of 
the available personnel hours through the week; equitable dis- 
tribution ef experienced nursing personnel for each day of the 
week through the day and night hours; sufficient nursing per- 
sonnel for the peak loads of the dav: adequate coverage of the 
unit during the meal hours; providing for a morning conference 
of nursing personnel assigned to the unit; reporting to the medical 
officer the condition of his patients; insuring that all records 
relating to the nursing care of the patient are complete and 
accurate: notifving the Food Service Division regarding diet 
changes and discontinuance of special diets; preparing daily 
assignment sheet for nursing personnel] assigned to the unit, 
keeping in mind the assignment of duties to individuals qualified 
to perform them and insuring that the capacities of the indi- 
viduals concerned are utilized and coordinated to the greatest 
advantage, that similar duties are assigned to the same individual, 
and that functional arrangements are made in writing. 
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Staff or General Duty Nurse. Functions and Responsibilities. 

(1) Assisting the Head Nurse in planning schedules for patient care 

(2) Rendering patient-centered care and continually evaluating own per- 
formance and striving to improve standard of performance. 

(8) Preparing and administering medications, including narcotics. 

(4) Preparing for and administering prescribed therapeutic treatments. 

(5) Assisting medical officers in treatments and diagnostic measures. 

(6) Meeting medical and surgical emergencies in the absence of a medical 
officer. 

(7) Keeping watch over patients’ condition, securing services of a medical 
officer when necessary. 

(8) Keeping nursing notes on all patients under her care. 

(9) Instructing and supervising the non-professional group in their assignec 
duties. 

(10) Instrueting patients in personal hygiene and positive and preventive 
health measures. 

(11) Assisting in the maintenance of discipline in the unit. 

Nursing activities of the staff nurse fall into five groups: 

(1) Those that relate to diagnostic tests and therapeutic measures in which 
she assists the medieal officer or which she herself carrics out under 
his direction. 

2) Those that relate to diagnostic tests and therapeutic measures in which 
she assists the medical officer or which she herself carries out under his 
direction. 

Those that have to do with keeping the patient’s immediate environment 
in good condition. 

(4) Those that provide for the patient’s mental comfort and peace of mind 


} 
{ 


5) Those that have to do with the patient’s rehabilitation. 
MEDDD-—DA (13 December 1950 
Distribution: B 
By Command of Major General Bliss: 

GeorcE F. Conran, 
Captain, MSC, Assistant Frecutive Office 


SGO CrRcULAR) OFFICE OF THE SURGEON GENERAL, U. S. Army, 
No. 3 WasHINGTON, D. C., 4 January 


U.S. Army Hospitals—Ret1 y ( ed enton WD AGO Fort 

Organization of U. 8. Arn ( tals design ‘d as clas il ns oO! t 
Circular 168, SGO, 1950, am 

Index—SGO Circulars, am 


Part Two (Not Used). 
Part ONE 
ARMY HOSPITALS—REPORTING OF SPECIALIZED TREATMENT ON 
WD AGO FORM 8-24 


1. Class II U. S. Army hospitals rendering definitive treatment to sick and 
wounded personnel will enter on the medical report card, WD AGO Form 8-24, 
the type of specialized treatment given each patient. There will be an entry 
made as to type of specialized treatment for every cese given a ‘‘final disposition” 
(AR 40-1025, par. 66a), and for every case transferred after definitive treatment 
has been given. All cases which do not require treatment within the province 
of any of the designated medical or surgical specialties will be classified either as 
general medicine or as general surgery. 
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2. ‘The types of specialized treatment to be entered currently are as follows: 
\mputations NP, closed ward 

Arthritis NP, open ward 

Blindness Obstetrics and gynecology 

CNS, syphilis (neurosyphilis) Ophthalmologic surgery 

Deafness Orthopedic surgery 

Deep X-ray therapy Plastie and maxillofacial surgery 
Dermatology tadium therapy 

General medicine Thoracie surgery 

General surgery Trench foot, immersion foot, frostbite 
Hand surgery Tropical disease 

Hepatic-metabolic ‘Tuberculosis 

Neurology Vascular 

Neurosurgery 


AR 40-530, 11 July 1949. Pending changes to AR 40-530, specialized treatment 
categories listed in par. 2, above, which are not included in the regulation (hand 
surgery, hepatic-metabolic, obstetrics and gynecology, and trench foot), as well 
as certain modifications of the definitions, are given below: 

a) Dermatology— Patients with a primary diagnosis of a skin disease requiring 
specialized treatment and/or more than 2 months hospitalization; and all patients 
with chronic skin diseases who must appear before medical boards and physical 
evaluation boards. 

(b) General surgery—Patients with disease or injury normally treated by sur- 
gery and not included under one of the other specialties. This includes colosto- 
mies and sequelae of abdominal injuries, intra-abdominal neoplasms and surgical 
diseases, diseases of the thyroid, and urological and otolaryngological couditions 
rec uiring speciaiized surgery 

c) Hepatic-metabolic—Patients having a diagnosis of chronic infectious hepa- 
titis or cirrhosis of the liver secondary to infectious hepatitis, and patients with 
other liver conditions who would benefit from medical research being conducted 
at specialized treatment centers. 

d) Hand surgery—Patients requiring reconstructive surgery of the hands 

ecessitated by wounds, burns, and other injuries. 


3. Definitions of some of the above types of specialized treatment are given in 
> 
A 


e) Obstetrics and gynececlogy 
Obstetries— The practice relating to childbirth cases including all aspects 
of pre- and post-natal care 
Gynecology—The diagnosis and treatment of all conditions relating to 
the female genital tract 
Orthopedic surger Patients with bone or joint injuries or infections, and 
normally treated by surgery 
maxillofacial surgery — Definition is modified to exclude “‘hands”’ 
anatomical locatious covered 
nch foot, immersion foot, frostbite—-Patients with disabilities due to the 
cold or wet upon the extremities, without regard to severity. Includes 
mMersiol and fr wsthite. 
is modified toexclude its use for ‘‘unusual forms of 
arising in tropical oversea commands.”’ Such cases will 


he Category ‘‘Dermatology,”’ defined in (a) above. 


The entry for type of specialized treatment will be made in the space provided 


of Admission, ete. (space 11, WD AGO Form 8-24) and will follow the 

‘omplete listing of diagnoses, operations, and other information required to be 

tered here according to AR 40-1025, 12 December 1944, as amended. The 

entry will apply only to the primary condition for which specialized treatment 

was rendered. The entry will consist of the words ‘Specialized Treatment” 
followed by the type, as designated in paragraph 2, above. 


Example: “Specialized Treatment—Neurosurgery.” 


». Hospitals will report each patient under the appropriate specialized treat- 


ment category listed in paragranh 2, above, regardless of whether or not the 
las a treatment center for that specialty by the Office of the 


hospital is designate 


Sureveon Crenera For example: \ hospital that Is not designated H specialty 
center for tuberculosis but having a tuberculous patient will enter on 
rt card, WD AGO Form 8-24, “Specialized Treatment: Tuber- 


rsuch patient 


\TI DCS 2Y Dece mber 1950 
Distribution: A. 
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Il. ORGANIZATION OF U. 8S. ARMY HOSPITALS DESIGNATED AS CLASS IL INSTALLATIONS 
OR ACTIVITIES, SECTION I, CIRCULAR 163, SGO, 1950, AMENDED 


* * * * * 
Section XIII 


NURSING SERVIC! 


9 * * K 


d. Staff or General Duty Nurse. 


(1) Funetions and Responsibilities: 

(a) Assisting the Head Nurse in planning schedules for patient care. 

(b) Rendering patient-centered care and continually evaluating own 
performance and striving to improve standard of performance. 

Preparing and administering medications, including narcoties. 

Preparing for and administering prescribed therapeutic treatments. 

(Assisting medical officers in treatment and diagnostic measures. 

Meeting medical and surgical emergencies in the absence of a medica! 
officer. 

Keeping watch over patients’ condition, securing services of a 
medical officer when necessary. 

Keeping nursing notes on all patients under her care. 

Instructing and supervising the nonprofessional group in their 
assigned duties. 

Instructing patients in personal hygiene and positive and preventive 
health measures. 

(k) Assisting in the maintenance of discipline in the unit. 

(2) Nursing activities of the staff nurse fall into five groups: 

(a) Those that relate to the personal hygiene and physical care of the 
patient. 

b) Those that relate to diagnostic tests and therapeutic measures in 
which she assists the medical officer or which she herself carries 
out under his direction. 

Those that have to do with keeping the patient’s immediate en- 
vironment in good condition. 

(d) Those that provide for the patient’s mental comfort and peace of 
mind. 

(e) Those that have to do with the patient’s rehabilitation. 

2. This amends section I, paragraph 59d of Circular 163, SGO, 1950. 

MEDDD-MA (2 January 1951). 

Distribution: B. 

Ill. INDEX—SGO Circulars, Amended. 

So much of section I, page 2 of Circular No. 1, SGO, 1950 which reads ‘1948 
(cont’d)”’ is changed to read ‘‘1949 (cont’d)’’. 

MEDCA (4 January 1951). 

Distribution: A. 

By Command of Major General Bliss: 

GEORGE F. Conran, 
Captain, MSC, Assistant Executive Officer. 


oO 


RELATIONSHIP OF THE SURGEON GENERAL TO THE VARIOUS ELEMENTS OF THE 
ARMY AND MeEsHOD OF SOLUTION OF PROBLEMS 


(Presentation by Col. James T. McGibony, Medical Corps, Office of the Surgeon 
General, to the subcommittee of the Senate Committee on Labor and Public 
Welfare on &farch 13, 1951) 


INTRODUCTION 


As representatives of the Surgeon General, Colonel Boeckman and I are pleased 
to appear before this subcommittee of the Senate’s Committee on Labor and 


84619—51 21 
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Public Welfare for the purpose of explaining the methods whereby problems 
incident to the management of Army hospitals are resolved. 

The methods used in the resolution of problems incident to the management 
of Army hospitals are multiform and varied in complexity. It would appear to be 
in the interest of clear understanding that an explanation of these methods be 
preceded by brief descriptions of the organization structure within which Army 
hospitals operate, the position, powers, and responsibilities of those officials usually 
involved in the solution of Army hospital management problems, and the channels 
of communication employed. 

I will commence by defining two terms commonly used in business management, 
namely, ‘“‘line control” and ‘‘funetional control.” 

Line control is the exercise of authority over operating activities of an organ- 
ization, a department, or a unit. A line officer is responsible for all the activities 
of his organization or unit. 

Functional control is the exercise of authority over prescribing methodology 
for the performance of required functional services, or elements, wherever such 
functions, or elements, are located within the organization. The purpose of 
functional control is to standardize procedure and enhance specialization. 

An example of the contrast between these two kinds of controls as employed 
in business management, is found in the types of authority exercised by the 
comptroller and the plant manager. The comptroller has functional control over 
all plant records, while the plant manager exercises line control over the personnel 
and activities of the production, or manufacturing department. 

Line authority follows the ‘‘chain of command” from the administrative level 
to the individual worker. Functional authority is vested in the executive respon- 
sible for the supervision and control of a service activity by virtue of being head 
of and having superior knowledge of that activity. Functional control relates to 
procedure while line control relates to personnel. 

The Chief of Staff, United States Army, exercises line control (i. e., command 
supervision) over all Army units and personnel. The Surgeon General, who is 
an assistant to the Chief of Staff, exercises functional control (i. e., technical 
supervision) over prescribing methodology for the provision of medical service 
to soldiers throughout the Army. 

The ageney through which the Surgeon General carries out this responsibility 
is known as the Army Medical Service. The Army Medical Service is a functional 
service. The Surgeon General is its head. While the primary responsibility of 
the Surgeon General is the exercise of functional control (i. e., technical super- 
vision) over the provision of medical service to the Army, he also exercises line 
control (i. e., command supervision) over the relatively few medical units which 
have been placed under his direet command. 

In order to clearly understand the position of the Surgeon General and the 
Army Medical Service in the general picture of the Army and its functioning 
establishment, I believe it important that the mission of the Army Medical 
Service be clearly understood. The basic mission of the Army Medical Service 
is the ccnservation and preservation of the strength of the Army. This is accom- 
plished by the selection and enrollment of only those men physically fit for 
military service through properly conducted physical examinations, the keeping 
of such personnel in good physical ecendition through the application of modern 
principles of preventive medicine and in furnishing those who become disabled 
with aid in the ferm of evacuation and hospitalization facilities for their expedient 
restoration to health and fighting efficiency. The Army Medical Service must 
also prepare for future eventualities including the creation and maintenance of a 
nucleus for wartime expansion as well as constant research in the field of military 
medicine. 

This statement of the basic mission of the Army Medical Service is derived 
from various legal documents and interpretations thereto in the form of Army 
directives. As fer legislation which pertains to the establishment and operation 
of the Army Medical Service in its current form, there has been a chein of enact- 
ments from the United States Congress. The first medical establishment in the 
United States Army was created by resolution of the Congress dated July 27, 
1775. The Army Medical Service, then named the Medical Department, was 
authorized and its organization initially prescribed by the revised statutes of the 
United States in the year 1866 (sees. 1168-1181, inelusive). At present the 
statutory basis of the Army Medical Service is found in Public Law 581, Eighty- 
first Congress. 

It is from the above-mentioned legislative document that the general functions 
and responsibilities of the Army Medical Service evolved. In accordance with 
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this evolution and the principles set forth in the statement of its basic mission, 
the Army Medical Service is charged with certain responsibilities and functions. 
Currently these are promulgated in Army Regulations 40-5 (enclosure 1) and 
include: 

(1) The conduct of physical examinations of applicants for admission to, and 
members of,-the Army, the Reserve Officers’ Training Corps, and the Officers 
and Enlisted Reserve Corps. In addition, physical examinations are conducted 
on certain civilians as prescribed by the Secretary of the Army. 

(2) The preservation of health and the prevention of disease among personnel 
subject to military control, which encompasses the direction and execution of 
measures Cf public health among the inhabitants of occupied territories, 

(3) The medical, surgical, neuropsychiatric, and dental care of sick and 
wounded personnel with a view to restoring to duty at the earliest practicable 
moment those not permanently disabled and to removing from active service 
those whose disabilities render them physically unfit for further military service. 

(4) The methodieal disposition of the sick and wounded so as to insure retention 
of effectives and to relieve the fighting forces of the noneffectives. 

(5) The transportation of the sick and wounded. 

(6) The administration of military hospitals, infirmaries, dispensaries, hospital 
trains, and other prescribed establishments for the care, treatment, and transpor- 
tation of the sick and wounded personnel and animals. 

(7) The preparation and proper disposition of records and reports pertaining 
to activities of the Army Medical Service. 

(8) The proper selection, classification, and training of Army Medical Service 
personnel. 

(9) The operation of a veterinary service for the Army, including the inspection 
of meats, meat foods, and dairy products required by the Army. 

(10) The production or procurement, the storage, issue, and maintenance of all 
supplies and equipment used by the Army Medical Service and not specifically 
required to be furnished by other services. 

(11) The research and experimentation connected with the development and 
improvement of Army Medical Service matériel, equipment, and supplies. 

(12) The preparation and preservation of photographic and cinematographic 
records pertaining to sanitation, medical, surgical, and anatomical instruction and 
other activities of the Army Medical Service. 

With respect to and as a consequence of the functions and responsibilities of the 
Army Medical Service, the Surgeon General as Chief of the Army Medical Service 
is specifically charged with certain duties related to policy, manpower, medical 
supplies, staff supervision, and command responsibility. These duties are out- 
lined broadly in Special Regulations 10-340-1 (enclosure 2). With specific 
reference to the matter of planning, the Surgeon General is charged with the formu- 
lation and recommendation to the Secretary of the Army of certain policies con- 
cerning physical, mental, health, and psychological standards. These standards 
include those for the selection and induction of military personnel. He also 
formulates policies for the health of the Army, care of sick and wounded, evacua- 
tion, hospitalization, and rehabilitation of military personnel, veterinary service 
as it pertains to military animals and inspection of food of animal origin. 

In the matter of manpower, the Surgeon General develops plans for conserva- 
tion of manpower through prevention of disease and injury, including the pur- 
suance of research and development in the field of prevention, treatment, and 
rehabilitation of diseases, wounds, and injuries. 

The formulation of policies, plans, and programs for the research, development, 
design, and standardization of all items of medical equipment and supplies re- 
quired by the Army is another major function of the Surgeon General. In this 
connection he also determines procurement policies and procedures, plans future 
requirements, and supervises storage, distribution, and maintenance of medical 
supplies and equipment in aceordance with Department of the Army policies 
(enclosure 2). 

In the matter of functional control of Army medical activities, the Surgeon 
General is responsible for the performance of such technical inspections as are 
necessary to assure maximum efficiency and economy in the utilization of medical 
means available. 

In addition to duties regarding policy, manpower, medical supplies, and staff 
supervision, there is the matter of his function of command responsibility. All 
the named Army hospitals, medical depots, the Medical Field Service School, the 
Armed Forces Institute of Pathology, the Army Medical Library, the Medical 
Research and Graduate School, and certain medical research activities are under 
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the direct command or line control of the Surgeon General. These installations 
are known in Army parlance as class II medical installations, 

The position of the Surgeon General within the Department of the Army 
organization structure is pictured in chart 1 attached hereto as enclosure No. 5. 
This chart indicates the dual relationship that the Surgeon General has with the 
Chief of Staff and the Secretary of the Army. The command jurisdiction of the 
Secretary of the Army over the Surgeon General is exercised through the Chief 
of Staff and the Assistant Chief of Staff G—4 (Logistics). This command juris- 
diction embraces the usual Army affairs and activities such as personnel matte s, 
supply matters, and disciplinary matters. At the same time the Surgeon General 
has direct access, as indicated on the chart by the broken line, to the Chief of 
Staff and the Secretary of the Army on matters of health, medical care of troops, 
and utilization of professional medical personnel. This authority is officially 
promulgated in Special Regulations 10—5—1 (enclosure 3). 

The channels which are available to and employed by the Surgeon General in 
regard to the exercise of his line and functional control responsibilities are depicted 
in chart No. 2 (enclosure No. 6). The Surgeon General exercises line control 
(command) over the named Army hospitals of which there are two basic cate- 
gories. The first category of hospital over which the Surgeon General exercises 
command includes those named Army hospitals that are located apart from any 
other Army installation. Examples of this category of hospital are Walter Reed 
Army Hospital, Washington, D. C.; Valley Forge Army Hospital, Phoenixville, 
Pa.; Fitzsimons Army Hospital, Denver, Colo.; Murphy Army Hospital, Waltham, 
Mass.; Army and Navy General Hospital, Hot Springs, Ark.; and Perey Jones 
Army Hospital, Battle Creek, Mich. The second category of hospitals over 
which the Surgeon General exercises command control is composed of those 
named hospitals which are located on Army posts. ‘This category includes such 
hospitals as William Beaumont Army Hospital, Fort Bliss, Tex., and Madigan 
Army Hospital, Fort Lewis, Wash. 

Responsibility for technical supervision of medical activities at Army area 
hospitals is exercised through staff liaison with Army surgeons, post surgeons, 
thence to post hospital commanders. This is functional control. Command 
or line control is not exercised over this latter type of hospital in view of the re- 
sponsibility of the Army commander for medical service to the personnel assigned 
to his Army area. (See Special Regulations 10-500—1, enclosure No. 4.) 

The Chief of Staff exercises command over Army area and oversea com- 
manders. The Surgeon General as the principal medical adviser to, and acting 
in the name of the Chief of Staff exercises functional control over all medical 
activities. This functional control is provided for in order that the highest 
standards of medical care and service to troops may be maintained and to insure 
efficient, practical, and economic utilization of scarce professional medical per- 
sonnel, equipment, and facilities. Closest coordination and the highest degree 
of cooperation is achieved through this mode of operation. It has proven very 
effective and is producing desired and required results. 

Chart No. 3 (enclosure No. 7) indicates the derivation of logistical support 
which Army hospitals require in the accomplishment of their mission of providing 
medical support to the Army. It will be noted that Army commanders are 
responsible, as indicated by the broken line and its directional arrows, for auxiliary 
logistical support of named Army hospitals whether they are located separately or 
on another Army post. This auxiliary logistical support ineludes the services 
provided by the Quartermaster General, Chief of Ordnance, Chief Signal Officer, 
Chief of Engineers, Chief of Transportation, and the Chief of the Chemical Corps, 
all of which are necessary in the operation of a hospital. At named Army hospitals 
that are located separately it will be noted that the support activities as well as 
medical activities appear in the command line of the Surgeon General, although 
the Army commander, as indicated in SR 10-500-1 (enclosure 4), is responsible 
for furnishing this type support to such named Army hospitals. This organiza- 
tion for assignment of auxiliary logistical support functions represents very close 
coordination between Army commanders, the Surgeon General, and the Chiefs of 
the Technical Services concerned. It requires a high degree of cooperativeness 
and understanding of each other’s problems. These conditions and the require- 
ments for successful provision of the required logistical support are fulfilled 
completely by all concerned in the interest of adequate, timely, and appropriate 
medical] care and treatment. As fornamed Army hospitals located on Army posts, 
they are provided auxiliary logistical support through the service-support facilities 
operated by the post commander for benefit of the entire post. Once again, close 
ligzison and consideration for each other’s problems must be, and is, fully imple- 
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mented in order to insure the highest standards of medical service to military 
personnel. 

The smooth and uninterrupted operation of the Army hospital system, especially 
as it is organized today, with its two distinct methods of operation ((1) named 
Army hospitals, (2) Army area hospitals) and the many other varied activities of 
the Army Medical Service related to its mission, requires a controlling organiza- 
tion. This controlling organization is the Office of the Surgeon General. This 
Office is organized along the lines depicted in chart No. 4 (enclosure 8). Review 
of this chart indicates the various divisions into which the Surgeon General’s 
office is divided. Their titles show generally the scope of their activities and staff 
responsibilities. The operation of the Army hospital system, both in the con- 
tinental United States and in oversea areas wherever the United States Army is 
deployed, is supervised by the Chief of the Medical Plans and Operations Divi- 
sion. The Chief, Hospitalization and Operations Branch of this Division is 
specifically charged with the responsibility of the various phases of hospital 
operation, and the discharge of this responsibility entails the closest cooperation 
and coordination with Army surgeons, theater surgeons, and named _ hospital 
commanders. This coordination and cooperation is achieved through line control 
over named hospitals and through functional control over hospital activities in 
Army areas and oversea theaters. Close-working relationships with the As- 
sistant Chief of Staff, G-4, the Chief of Staff, United States Armv, the Secretary 
of the Army, and the Chairman, Armed Forces Medical Policy Council, are also 
essential to insure the proper discharge of the responsibilities of the Surgeon 
General in this connection. 


THE RESOLUTION OF PROBLEMS 


Maximum decentralization is a principle of Army administration. Toward 
this end every effort is made to provide for the resolution of problems incident to 
the management of Army hospitals at the lowest practicable level. This is 
accomplished by the formulation and publication of written regulations which 
prescribe organization, methods, and procedures or which delegate to specific 
levels of command the authority to make decisions regarding such matters. If it 
is kept in mind that the chiefs of the various technical services of the Army Staff, 
such as the Chief Signal Officer, the Chief of Engineers, and the Quartermaster 
General are represented down to and at the post level by staff officers of their 
respective corps who have functional control over the activities of these technical 
services, it will be easy to understand why we in the Army Medical Service are able 
to resolve most of our hospital-management problems at the hospital or post 
level. To insure this it is necessary that Army regulations, special regulations, 
and other policy directives emanating from the Department of the Army be used 
to give adequate policy coverage to organizational and procedural matters per- 
taining to or having an effect on hospital administration which lend themselves to 
centralized prescription. 

The staff of the Surgeon General of the Army is responsible for regular periodic 
reviews of all regulations and other directives applicable in whole or in part to 
hospital administration for the purpose of seeing to it that policies prescribed 
therein give adequate coverage to all foreseeable hospital-management problem 
areas and that such policies are in the best interest of the Army as a whole. 

This practice of “preventive management” insures maximum resolution of 
problems at the lowest possible level. 

When problems incident to the management of hospitals in the Army do arise at 
any level of command, from the hospital level up to the Department of the Army, 
the correct method of resolution is actually predetermined by the nature and 
immediacy of the problem itself. 

If the problem involves matters in which a particular technical service agency 
has interest or for which it has functional responsibility, it is proper and in the best 
interests of efficient administration that the representative of that technical 
service be consulted first. If a solution satisfactory to the Army Medical Service 
cannot be obtained it is then in order to bring the matter before the general staff 
officer having staff responsibility for the activities involved. Acting for his 
commanding officer and sometimes with the specific concurrence of that com- 
mander, the staff officer arranges for the resolution of the problem. Sometimes it 
is necessary to refer the matter to a higher level of command for decision. This is 
especially true of highly technical matters or matters of major importance. 

At the Department of the Army level, some problems pertaining to the manage- 
ment of Army hospitals involve one or more of the chiefs of the various technical 
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services. Since all chiefs of technical services, including the Surgeon General, 
operate under the direction and control of the Assistant Chief of Staff, G—4, 
almost all problems pertaining to the management of hospitals can be solved 
without reference to higher authority. However, on matters of health, medical 
care of troops, and utilization of professional medical personnel, the Surgeon 
General has direct access to the Secretary of the Army and Chief of Staff. While 
this right of access is used only occasionally, its existence insures that controversial 
problems of major concern to the Army Medical Service and in turn to the Army 
may be resolved at a level of authority commensurate with the importance of the 
problem itself, 

In the management of Army hospitals it has been found that one excellent 
approach to the resolution of certain types of complex or controversial problems is 
through research and practical experimentation. Accordingly, authority was 
obtained from the Secretary of the Army to use one hospital, Valley Forge Army 
Hospital, Phoenixville, Pa., as a hospital management research center. At this 
hospital, members of the local staff, working with a group of management spe- 
cialists from the Office of the Surgeon General, take the initiative in detecting 
management problems and conducting scientific investigation and experimentation 
directed toward the solution thereof. The result usually is a recommendation such 
as a change in organization structure, administrative procedure, or the use of a 
new type of administrative equipment. The recommendation is supported by 
factual data scientifically obtained. Accepted recommendations are implemented 
after approval of interested agencies has been obtained. 

In closing, I would like to point out that cross-education of line officers and 
physicians in the Army promotes sympathetic understanding of each others’ 
problems. The line officer attending the Command and General Staff College 
receives instruction regarding the mission, limitations, principles, and practices of 
the Army Medical Service. The physician receives enough instruction in the art 
and methods of warfare and staff procedure to enable him to make the best use 
of his medical facilities and personnel in support of the military mission. This 
formal instruction is augmented by years of close relationships at ascending levels 
of command. Knowledge of each other’s problems and earned mutual respect 
between the line officer and the medieal officer contribute immeasurably to the 
harmonious relationships that exist between the members of the Army Medical 
Service and the rest of the Army. Without this spirit of good will and under- 
standing the Army Medical Service could not possibly make maximum use of its 
personnel and facilities and the Army in general would be hampered in the ac- 
complishment of its mission. 


ARMY REGULATIONS) War DEPARTMENT, 
No. 10—5.! W ASHINGTON, January 15, 1926. 


MEDICAL DEPARTMENT 


GENERAL PROVISIONS 


Section | 


GENERAL 
Paragraph 


1 


2 
General 3 


1. Composition.—The Medical Department shall consist of one Surgeon Gen- 
eral with the rank of major general, two assistants with the rank of brigadier 
general, the Medical Corps, the Dental Corps, the Veterinary Corps, the 
Medical Administrative Corps, a number of enlisted men, * * * the Army 
Nurse Corps, as constituted by law, and such contract surgeons as are author- 


pamphlet ond LR 40-5. Decem! 31, 1924 
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ized by law. Nec. 10, Act June 3, 1916, as amended hy Sec. 10, Act June 
1920 (41 Stat. 766). 

2. Mission and functions.—a. Mission.—The mission of the Medical Depart- 
ment is the conservation of manpower—the preservation of the strength 
of the military forces. ‘This is accomplished by the seleetion and enrollment 
for military service, through properly conducted physical examinations, of 
only those men physically fit for the performance of the duties to devolve 
upon them, by keeping such personnel in good physical condition through the 
application of modern principles of preventive medicine, and in furnishing those 
who do become disabled with such aid in the form of evacuation and hospitaliza- 
tion facilities as will speedily restore them to health and fighting efficiency. 

6b. General functions.—In accordance with the principles enunciated in a above, 
the Medieal Department is charged with the following routine duties and 
responsibilities and with such others as may be prescribed from time to time by the 
Secretary of War 

(1) The conduct of physical examinations of applicants for admission to, 
and members of, the Army, the Reserve Officers’ Training Corps, 
and Citizens’ Military Training Camps; also, the phvsical examina- 
tions of certain civilians as prescribed in AR 40-505 

(2) The preservation of health and the prevention of disease among 
personnel subject to military control, including the direction and 
execution of measures of public health among the inhabitants 
of occupied territory. 

(3) The medical, surgical, and dental care of sick and wounded personnel, 
with a view to restoring to duty at the earliest practicable moment 
those not permanently disabled, and to removing from active service 
those whose disabilities render them physically unfit for further 
military service. 

The methodical disposition of the sick and wounded so as to insure 
retention of effeectives and to relieve the fighting forces of the 
noneffectives. 

The transportation of the sick and wounded. 

The administration of military hospitals, dispensaries, hospital trains, 
and other prescribed establishments for the care, treatment, and 
transportation of sick and wounded personnel and animals 

The preparation and proper disposition of records and reports pertain 
ing to activities of the Medical Department 

The proper selection, classification, and training of Medical Depart- 
ment personnel. 

The operation of a veterinary service for the Army, including not only 
the conservation of the health of publie animals and authorized 
private mounts and the care of those animals when temporarily 
disabled, but also the inspection of meats, meat foods, and dairy 
products required by the Army. 

The production or procurement, the storage, issue, and maintenance 
of all supplies and equipment used by the Medieal Department, and 
not specifically required to be furnished by other supply branches. 

The research and experimentation connected with the development 
and improvement of Medical Department matériel, equipment, and 
supplies. 

The preparation and preservation of photographie and cinemato- 
graphic records pertaining to sanitation, medical, surgical, and 
anatomical instruction, and other activities of the Medica! Depart- 
ment. 

3. Duties of the Surgeon General.—The Surgeon General is charged with the 
following duties and responsibilities in addition to such other duties as may be 
prescribed by the Seeretary of War from time to time: 

a. Control of such stations, units, and personnel of the Medical Department 
as are not removed from his control by general or specific regulations or orders 
of the War Department. 

b. Advisory supervision over 

1) The appointment, classification, and assignment of Medical Depart- 
ment personnel. 

The procurement, appointment, classification, assignment, promotion, 
and discharge of members of the Medical Department sections of 

the Reserve Corps. 
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(3) The construction, lease, and maintenance of all establishments for 
the care, treatment, and transportation of sick and wounded 
personnel and animals of the Military Establishment. 

(4) The physical examination of applicants for admission to the Army, 
and periodical physical examination of military personnel, 

(5) Military sanitation, including the prevention and control of com- 
municable diseases. 

Direct supervision over 

(1) Those Medical Department training activities not under the com- 
mander of a corps area, department, or the District of Washington. 

2) The administration of all establishments for the care, treatment, and 

transportation of the sick and wounded personnel and animals of 
the Military Establishment, under the immediate direction of the 
War Department. 

d. Collection of records of sick and wounded in the Army and compilation of 
vital statistics therefrom. 

e. Preparing, and keeping up to date, plans for the mobilization of Medical 
Department personnel and matériel required in war, or in a major emergency. 

f. Research and development in reference to Medical Department equipment 
and organization. 

g. Procurement, storage, and issue of special and technical articles of equip- 
ment required for the care and treatment of sick and wounded personnel and 
animals of the Military Establishment. 

h. Preparation of estimates for Medical Department appropriations, and the 
control of the expenditure of funds apportioned thereunder. 

?. Supervision over the Army Medical Library and the Army Medical Museum. 

j. Supplving artificial limbs, trusses, and orthopedic appliances for active 
members of the Military Establishment, and for such retired members and former 
members of the Military and Naval Establishments as are entitled by law thereto. 

k. Rendition of an annual report of Medical Department activities for the 
Secretary of War to The Adjutant General. 

!. The Surgeon General is ex officio a member of the Board of Viruses and 
Antitoxins (act July 1, 1902, 32 Stat. 729), of the Board of Commissioners of the 
Soldiers’ Home (act March 4, 1909, 35 Stat. 1004), and of the Interdepartmental 
Social Hygiene Board (act of July 9, 1918, 40 Stat. 886). 


SEcTION II 


DUTIES OF CORPS AREA SURGEON 
Paragraph 
Goneral - 4 
In time of peace .. 
In time of war or emergency ; 6 

4. General.—a. The term “corps area’”’ as hereinafter used includes depart- 
ments and the District of Washington. 

b. A corps area surgeon has advisory and administrative functions—advisory 
in his relations as a staff officer, and administrative in his conduct of the Medical 
Department as a technical service under the control of the corps area commander. 
See also AR 40-10. 

5. In time of peace.—In time of peace the duties of a corps area surgeon will 
include action under the following headings: 

a. Poutine office work.—He will act on all communications referred to or re- 
ceived by him. In the ease of those being routed through medical channels he 
will not forward them unless action is required by higher authority or transmis- 
sion is prescribed. An appropriate file record will be made of any action taken 
by him on all communications requiring special action. For ready reference he 
will keep on Form 70, M. D., or on suitable index cards, a directory of the Medical 
Department personnel under his supervision. 

b. Efficiency reports of Medical De partment office rs. He will initiate reports 
on the efficienev of each Medical Department officer serving directly under his 
control, and will examine the reports on all other Medical Department officers 
serving in the corps area and make suitable recommendations to the corps area 
commander in each case. 

c. Enlistments in Medical Department.—He will take such steps as are prac- 
ticable and necessary to maintain the quota of enlisted men, Medical Department, 
within the corps area. 

d. Transfers to Medical Department.—See AR 615-200. 
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e. Appointment and reduction of enlisted men, Medical Department.—See AR 
615-15. 

f. Rating and disrating of enlisted specialists, Medical Department.—See AR 
615-20. 

g. Change of station of Medical Department personnel.—He will recommend the 
transfer of members of the Medical Department (from station to station) within 
the corps area as the necessities of the service may require. 

h. Instruction of Medical Department personnel.—He will supervise under 
orders of the corps area commander the instruction and training of the Medical 
Department personnel under jurisdiction of the corps area commander. 

i. Construction and repair of buildings for the Medical Department.—He will 
recommend appropriate action on estimates for the construction and repair of 
buildings for the Medical Department, including hospitals and quarters for 
Medical Department noncommissioned officers entitled to same. See AR 40-585. 

}. Requisitions.—He will examine requisitions for medical, dental, veterinary, 
and hospital supplies and will take appropriate action thereon as indicated in 
AR 40-1705. 

k. Accounts. 

(1) For supplies and service.—See AR 40-1705. 

(2) For medical, dental, and veterinary attendance.—See AR 40-505, 40-510, 
and 40-2030. 

l. Hospital fund.—He will take such action on the statements of hospital funds 
as he may deem appropriate before forwarding them to the Surgeon General. 
See AR-210—50. 

m. Hospital laundry.—See AR 40-590. 

n. Leaves of absence.—See AR 605-115. 

o. Certificates of disability —See AR 615-360. 

p. Inspections.—He will make or cause his assistants to make, under the orders 
of the corps area commander, such inspections of stations and commands (in- 
cluding Medical Department Reserve Officers’ Training Corps units) within the 
territorial limits of the corps area as are required to determine their sanitary 
condition, the efficiency of the Medical Department personnel, and the com- 
pleteness and condition of Medical Department equipment and supplies. 

q. Epidemics.—He will make or have one of his assistants make, under orders 
of the corps area commander, personal visits to points within the territorial 
limits of the corps area in order to investigate and supervise the control of 
epidemic disease when such action is deemed necessary. See AR 40-270. 

r. Transfer of patients.—He will make recommendations for the transfer of 
patients to general hospitals. See AR 40-600. 

s. Field exercises and maneuvers.—He will prepare for the action of the corps 
area commander the program for the participation of the Medical Department in 
such combined field exercises or maneuvers as may be carried out under the 
immediate command of the corps area commander from time to time. 

t. Liaison with corps area staff—He will maintain constant liaison with the 
staff of the corps area commander with a view to acquiring prompt and intimate 
knowledge of any contemplated movement or change of policy likely to affect the 
Medical Department. 

u. Reports. 

(1) Reports pertaining to the health of troops.—See AR 40-275 and AR 
10-100, 

(2) Annual report-—Within one month after the end of the calendar 
vear, each corps area surgeon or chief surgeon of any expedition- 
arv force or other forces will forward in letter form to the Surgeon 
General, through the corps area commander or commander of the 
expeditionary force or other forces, a report of all matters of interest 
to the Medical Department which have occurred within the terri- 
torial limits of the corps area during the year, general hospitals 
and Medical Department service schools only being excepted. 
These reports should be largely narrative in style, and the items 
listed below should be discussed in a brief, thougn comprehensive, 
manner. They should contain only a digest of such station or camp 
reports as the corps area surgeon may require. Pertinent quota- 
tions from these reports may be incorporated. In addition to these, 
any other items of interest and value to the Medical Department 
may be added. Such statistical tables and illustrations as are 
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considered necessary should also be included. The special subjects 
to be discussed are 

(a) Health——The health of the troops stationed in the corps 
area, with special remarks relative to the health condi- 
tions at any of the stations where warranted by the 
number of epidemic or other diseases of sufficient impor- 
tance which have oecurred. Any unusual climatie condi- 
tion or military service which has resulted in increased 
morbidity and mortality should be noted. 

(6) Communicable diseases—The origin of cases of measles, 
mumps, scarlet fever, and diphtheria, when three or more 
have occurred at any one station during any one month, 
should be given. When tropical or semitropiecal diseases 
are reported at stations outside of their endemic zone the 
laces where the primary infections were acquired should 

given, if practicable. Malarial fevers and dengue 
should receive particular attention in tropical and sub- 
tropical areas. Venereal diseases should be discussed in 
detail. 

Sanitation. 

1. Housing.—Sufficieney of floor space in the barracks and 
general character and sanitary conditions of buildings. 

», Water supply.—Unusual problems at any stations or 
changes in systems which have been made during the 
year. 

3. Food and messing.— Adequacy of the ration allowance; 
character of messes maintained; character, quality, 
and sources of milk supply. 

,. Sewage and refuse disposal.—Unusual conditions or 
changes in systems which have been made during the 
year, 

5. Mosquito and fly control. Unusual problems; methods 
employed. 

Clothing and equipage.—Any factor affecting the health 
or morale of the troops. 

?. Any other sanitary problems of importance. 

Medical inspectors.—_Work accomplished by the medical in- 
spectors, and an outline of what they should do during the 
current vear if funds are available. 

Hospitalization.—Hospitalization in the corps area; construc- 
tion and repair of hospitals accomplished during the year; 
recommendations. 

Medical supplies.—Suitability, character, storage; sufficiency; 
excess; promptness with which requisitions are filled. 
Personnel.—Commissioned (by corps, including the Army 

Nurse Corps), enlisted, and civil employees; number of 

authorized and available, adequacy, suitability, adapta- 

bility; instruction and _ training 

Dental service.—The report of the dental service as required 
by AR 40-15 should be included. — If practicable the follow- 
ing data should be given: An estimate of loss of time which 
occurred as the result of dental conditions; a summary of 
cases referred for consultation on account of supposed 
dental focal infections, with a résumé of such cases as have 
been apparently relieved or improved by the removal of 
such focal infections. 

Training. 

1. General.—Names of camps as National Guard, Officers’ 
Reserve Corps, Reserve Officers’ Training Corps 
and Citizens’ Military Training Camps; the period 
of training for each group; mean strength, maximum 
number, and total number of personnel of each class 
trained; adequacy of commissioned and enslited 
Medical Department personnel and property; char- 
acter of medical instruction given to trainees of the 
line; suceess of special developmental companies; 
recommendations. <A brief digest of the data fur- 
nished on the special sanitary reports of the camps 
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should be included, showing: The more important 
features of the physical examinations; a comparison 
of the number found phvsically unfit, with the more 
important causes numerically, and the number fail- 
ing for physical reasons to complete the course of 
instruction at the various camps; general health of 

the trainees; the probable origin of the more im- 

portant infectious diseases which have occurred in 

sufficient number to warrant an investigation, with 
notes in regard to the origin, method of prevention, 
ete.; unusual sanitary problems. 

2. Reserve Officers’ Training Corps units, Medical Depart- 
ment.—A brief report on the Reserve Officers’ Train- 
ing Corps units at the colleges, to include the follow- 
ing: Interest manifested by the students and by the 
faculty; the adequacy and efficiency of Medical 
Department personnel and property; number of 
students enrolled in the institution and in the Re- 
serve Officers’ Training Corps unit; statement as to 
character of institution. 

Training, Reqular Army. 

(a) Basic training for recruits.—Statement regarding 
training of reeruits and results obtained; 
recommendations. 

Training of privates and privates, first class. 
Statement as to courses of instruction con- 
dueted at the various station hospitals; char- 
acter of instruction in garrison and in the 
field; schools for selected privates and non- 
commissioned officers; training of specialists. 
Training of detachments as tactical wnits. 
Amount of weekly drill; equipment used; 
parades and marches carried out: field prob- 
lems ineluding establishment of aid stations, 
(7) General dispensar’es.—The character and amount of medical 
work done; and the character and amount of dental work 
accomplished. 
(k) Veterinary service-—Character and amount of veterinary 

work. See paragraph 7, AR 40-2015. 

v. Organization and training of the National Guard, the Organized Reserves and 
Reserve Officers’ Training Corps units.—The corps area surgeon will keep himself 
informed as to the status of the enrollment, organization and training of Medical 
Department personnel of the National Guard, Organized Reserves and Reserve 
Officers’ Training Corps units within and under the control of the corps area. 
He will make recommendations to the corps area commander concerning all 
matters relating to allocation, distribution, and mobilization of Medical Depart- 
ment units of the Regular Army, National Guard and Organized Reserves, which 
are serving in or are to be mobilized under corps area control, together with the 
assignment of personnel to such units. 

w. Mobilization war plans.—Ue will prepare the Medical Department annexes 
to the corps area general mobilization plan and to supplemental mobilization 
plans. 

6. In time of war or emergency.—lIn time of war or when war is imminent, 
or during an insurrection or local disturbance when the corps area commander 
assumes charge of the situation, the corps area surgeon is charged, in addition 
to the duties prescribed in time of peace, with the responsibility for recommending 
all measures necessary to insure timely and efficient service on the part of the 
Medical Department within the corps area concerned. 


[A. G. 323.341 (12-7-24).] 


By ORDER OF THE SECRETARY OF War: 
L. HINgEs, 


Major General, 
Chief of Sta fT, 


OFFICIAL: 
Rospertr C, Davis, 
Major General, 
The Adjutant General. 
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[Corrected Copy] 


SpecIAL REGULATIONS] DEPARTMENT OF THE ARMY, 
No. 10-340-1! j WASHINGTON 25, D. C., 10 October 1949. 


ORGANIZATION AND FUNCTIONS 
DEPARTMENT OF THE ARMY 


OFFICE OF THE SURGEON GENERAL 

MISSION. Paragraph 
Mission l 
BACKGROUND 
Dual responsibility 
Origin and development 
Legal basis 
MAJOR FUNCTIONS, 
Policy 
Manpower 
Medical supplies 
Staff supervision 
Command responsibility 
Patients 
Hospital funds 
Records and reports 

7, ORGANIZATION. 
Medical Research and Development Board 
Special Projects Office 
Legal Office 
Administrative Office 
lechnical Information Office 
Fiscal Office 
Personnel Division 
Education and Training Division 
Preventive Medicine Division 
Supply Division 
Medical Plans and Operations Division 
Dental Division 
Veterinary Division 
Physical Standards Division 
Resources Analysis Division 
Medical Statistics Division 
Nursing Division 
Medical Service Corps Division 
Women’s Medical Specialist Corps Division 
Professional Consultants Divisions 

’, SPECIAL RELATIONSHIPS. 
Communication channels 
Special assistants 
Boards and committees 
Other relationships 


SECTION I 


f MISSION 


1. Mission.—To formulate medical and sanitary plans, policies, and pro- 
cedures and provide and conduct programs to insure the health of the Army. 


Section Il 
BACKGROUND 


2. Dual responsibility.—The Surgeon General is the Chief of the Medical 
Department and the senior medical technical staff adviser of the Department of 
the Army. The Medical Department comprises the Medical Corps, the Dental 
Corps, the Veterinary Corps, the Army Nurse Corps, the Medical Service Corps, 
and the Women’s Medical Specialist Corps. 

3. Origin and development—The Medical Department and the Office of the 
Surgeon General have had a continuous existence since 1818. Previous to that 
time Congress provided a medical organization for the Army only in time of war 
or emergency. 

a. Military rank.— Medical officers received definite military rank in 1847. 
Shortly before the Mexican War the Surgeon General introduced a system of 
reporting cases and began a series of annual statistical reports. The Civil War 
produced field hospitals, a better managed medical supply, and a better method 


hese regulations supersede Memorandum 40-5-1, 24 June 1947, including C 1, 3 July 1947. 
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of evacuating casualties from the battlefield. The Spanish-American War was 
an object lesson in the importance of preventive medicine and in the utility of 
dentists and female nurses. 

b. World War I.—The unprecedented size of the Army, the remoteness of the 
battlefronts, injuries from gas warfare, and the necessity for exploiting new medi- 
cal specialties combined to create new problems in World War I. To meet these 
problems, the Medical Department conducted mass training for officers and 
enlisted men, utilized motor transport in evacuating patients, appointed top- 
ranking experts in the various specialties as consultants, made extensive use of 
mental testing, and set aside certain hospitals for the treatment of particular 
diseases and injuries. 

c. World War II.—In World War II, many important changes in the organi- 
zation and methods of the Medical Department were necessary to utilize the 
newer developments in medicine and to serve an army fighting a global war in 
every kind of natural environment. With a total strength of more than 600,000 
(as compared to 340,000 in World War I), the Medical Department added to and 
broadened its services. Typical of this expansion were the vastly enlarged pro- 
gram of preventive medicine, the greater use of psychiatry to prevent as well as 
to cure mental disorders, and the new emphasis on reconditioning physical and 
mental casualties for military duty. For the first time, sulfa drugs, penicillin, 
and an extensive whole-blood and plasma treatment were employed in war 
medicine and surgery. 

d. Consultants.—Since VJ-day, two of the most important features of Medical 
Department policy have been the continuation of the use of distinguished civilian 
consultants on a part-time basis as advisers in professional care and medical 
instructicn and the establishment of a program of postgraduate professional 
education in Army general hospitals and civilian institutions. 

4. Legal basis.—The first medical establishment in the United States Army 
was created by a resolution of Congress dated 27 July 1775. The Medical De- 
partment was authorized and its organization initially prescribed by the Revised 
Statutes of the United States in the year 1866 (sections 1168-1181, inclusive). 
At present, the statutory basis of the Medical Department is found in section 10, 
Act of June 3, 1916 (39 Stat. 171); section 10, Act of June 4, 1920 (41 Stat. 766); 
section 10, Act of May 14, 1940 (54 Stat. 214); 10 U. 8. C. 81. 


Section III 
MAJOR FUNCTIONS 


5. Policy.—Formulates and recommends policies concerning physical, mental 
health, and psychological standards, including those for selection and induction 
of military personnel, and formulates policies for the health of the Army, care of 
the sick and wounded, evacuation, hospitalization, and reconditioning of military 
personnel, the veterinary service as it pertains to military animals, and the inspec- 
tion of food of animal origin. 

6. Manpower.— Develops plans for the conservation of manpower through the 
prevention of disease and injury, including the pursuance of research and develop- 
ment in the field of prevention, diagnosis, treatment, and rehabilitation of diseases, 
wounds, and injuries. 

7. Medical supplies.—Formulates policies, plans, and programs for research, 
development, design, and standardization of all items of medical equipment and 
supplies required by the Army; determines procurement policies and procedures; 
plans future requirements; and supervises storage, distribution, and maintenance 
of medical supplies and equipment in accordance with Department of the Army 
polcies. 

8. Staff supervision.—Exercises technical staff supervision and performs such 
technical inspections as the Chief of Staff may prescribe to assure maximum 
efficiency and economy in utilization of the medical means available. 

9. Command responsibility. —Commands and controls troop activities, including 
the training of Medical Department troops and the assignmentof personnel and 
services in class II Medical Department installations and activities. 

10. Patients.—Controls the distribution of patients in class II Medical De- 
partment installations. 

11. Hospital funds.—Functions as custodian of the Central Hospital Fund, 
United States Army, and maintains technical supervision over the utilization of 
all hospital funds. 

12. Records and reports.—Administers an Army-wide system of individual 
medical records and medical statistical reporting. 
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Section IV 
ORGANIZATION 


13. Medical Research and Development Board.—Plans, coordinates, adminis- 
ters, and supervises the Medical Department program of research and develop- 
ment and directs and supervises Medical Department research and development, 
both in governmental and civilian laboratories. 

14. Special Projects Office.—a. Formulates applicable policies, plans, proce- 
dures and coordinates the work of the various divisions concerned with medical 
problems associated with preventive and therapeutic measures in defense against 
atomic bombs, radiological defense and biological warfare, and special projects 
as thev may arise. 

6. Maintains liaison with the Atomie Energy Commission, Armed Forces 
Special Weapons Project, and other Department of Defense agencies 

15. Legal Office.—Serves as general counsel for the Surgeon General and the 
div isions of the Office of the Surgeon General. 

16. Administrative Office.—Supervises supply, equipment, and general o ffice 
needs; supplies or procures drafting, duplicating, and printing services: reviews 
and processes publications; receives and distributes communications; and super- 
vises record administration and the retirement of records in the Office of the 
Surgeon General and at classlI Medical Department installations and activities. 

i7. Technical Information Office.—Represents the Surgeon General in all 
matters of public information in accordance with Department of Defense directives. 

18. Fiscal Office.—a. Formulates and effectuates criteria for Medical Depart- 
ment budget preparation and performance. 

b. Preseribes and administers technical standards, fiscal methods, procedures, 
and operations to implement principles, concepts and plans relating to monetary, 
cost accounting, and property audit matters of the Medical Department. 

19. Personnel Division.—a. Plans, initiates, develops, or implements action to 
secure procurement, classification, allotment, assignment, utilization, promotion, 
demotion, and separation of commissioned personnel of the Medical Department, 
including regular and reserve components. 

b. Furnishes staff advice, makes recommendations, and initiates action for the 
establishment of policies on matters pertaining to classification and employment 
of warrant officers and enlisted personnel on duty with the Medical Department 
in all commands, including regular and reserve components. 

c. Initiates action for the classification, assignment, replacement, and disposi- 
tion of enlisted personnel and warrant officers on duty at class ii Medical De- 
partment installations and table of organization units under the control of the 
Surgeon General, and determines policies to govern personnel of the Women’s 
Army Corps on duty within the bove-mentioned installations. 

d, Determines personnel requirements for the Office of the Surgeon General 
and for class II installations and activities, reeommends authorizations for organi- 
zational elements and installations, and assures compliance with personnel 
authorization limitations. 

e. Formulates plans and policies for the execution of the Career Guidance 
Program. 

f. Plans and administers the civilian personnel program prescribed by the 
Army, including recruitment and placement, classification and wage administra- 
tion, personnel transactions, training, and personnel relations, and supervises the 
program in class II Medical Department installations and activities. 

20. Education and Training Division.—a. Provides programs and facilities to 
fulfill the Medical Departme nt training missions, based upon current ; comet 
ments for trained enlisted technicians and officer personnel during peace and in 
the event of mobilization. 

b. Plans and promulgates principles, doctrines, and programs for Medical De- 
partment training activities for regular and reserve components. 

c. Insures preparation of training literature and audiovisual aids for which 
the Medical Department is responsible. 

d. Supervises the application and evaluates the progress of Medical Depart- 
ment training in civilian institutions and military installations under the command 
of the Surgeon General. 

e. Coordnates Medical Department training matters with military and civil 
agencies. 

f. Directs the Medical Affiliation Program. 

21. Preventive Medicine Division.—a. Initiates and conducts epidemiological 
studies, analyzes and evaluates disease incidence data, investigates health hazards 
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and sanitary defects in the Army, and initiates measures for their control or 
elimination. 

b. Furnishes information, material, and advice for the training and indoctrina- 
tion of military personnel in disease prevention and environmental sanitation. 

ce. Initiates and guides research in military preventive medicine in collaboration 
with the Medical Research and Development Board. 

d, Provides medical intelligence for the Army. 

e. Advises on nutritional problems as they affect the health of military personnel 
and civil populations under Army control. 

f. Advises on policies and plans for public health procedures, practices, and 
personnel in occupied territories. 

g. Plans and supervises the Army industrial medical program for all plants 
operated by the Army to assure elimination of industrial health hazards, improve- 
ment of working conditions in these plants, and development of improved indus- 
trial medical procedures, methods, and devices through the Army Industrial 
Hygiene Laboratory. 

22. Supply Division.—a. Determine the medical supplies and equipment 
required for the planned troop strength and the medical programs of the Army, 
and for civilian aid in occupied territories. 

b. Supervises the procurement, storage, distribution, reconditioning, and dis- 
position of medical supplies and equipment. 

c. In conjunction with the Surgeons General of the Navy and the Air Force, 
supervises the operations and the activities of the Armed Services Medical Pro- 
curement Ageney, which are placed under the cognizance of the Army by the 
charter for the Armed Services Medical Procurement Agency. 

23. Medical Plans and Operations Division.—Performs primary staff and 
operating responsibility for the domestic and oversea medical service, for mobiliza- 
tion and related planning, and for other planning projects which do not fall within 
other divisions of the Surgeon General’s Office. This ineludes 

a. Custodianship of the Central Hospital Fund and supervision of subordinate 
funds. 

b. Operation and maintenance of assigned class I] Medical Department installa- 
tions and activities. 

ec. Evacuation and hospitalization services. 

d. Medical facilities planning. 

e. Hospital management engineering. 

f. Development and preparation of organization and equipment authorization 
tables. 

24. Dental Division.—a. Prepares plans and policies for and supervises the 
administration of the Dental Service of the Army, including plans with respect to 
personnel, equipment, supplies, and the professional procedures involved in dental 
treatment. 

b. Makes recommendations on matters relating to the dental health of the 
Army. 

25. Veterinary Division.—a. Exercises technical and administrative super- 
vision of the Veterinary Corps and its service, including all professional activities. 

b. Maintains liaison with the civilian veterinary professions and veterinary 
activities of other Federal agencies. 

26. Physical Standards Division.—a. Formulates standards to be established 
by Army Regulations for admission into and continuance in the service of all 
Army personne!, including physical standards for cadets at the United States 
Military Academy. 

b. Reviews physical examinations, disposition boards’ records forwarded to the 
Office of the Surgeon General, retiring boards’ records, and other records and 
papers. 

ec. Gives policy guidance and inspects the medical operations of enlisting 
installations, joint examining and induction stations, and separation points. 

27. Resources Analysis Division.—a. Assures that prospective programs and 
objectives of the Surgeon General are planned in the light of available resources 
in personnel and facilities and develops planning for the efficient use of resources 
so that optimum accomplishments of the mission of the Surgeon General will 
result. 

b. Estimates bed requirements and availabilities of major commands, de- 
velops plans for distribution of bed capacities in all hospitals in the zone of interior, 
and recommends authorized patient capacities at individual installations. 

c. Estimates Medical Department personnel requirements and availabilities 
of major commands, develops plans for distribution of Medical Department 
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personnel to major commands, and reviews requisitions for Medical Department 
personnel in light of planned distribution. 

d. Prepares basic estimates for and participates in planning pertaining to 
utilization of Medical Department resources in personnel and facilities. 

28. Medical Statistics Division.—a. Devises and maintains a comprehensive 
program for the collection, compilation, and analysis of medical statistical data 
vertaining to the health of the Army and the operation of the Army Medical 
Demet and to the physical examinations of registrants examined for induc- 
tion into any of the armed forces. 

b. Prepares reports and analyses of Army health conditions and related matters 
and of physical examination findings needed by the Medical Department and 
other officials and groups concerned with medical investigations and development. 

c. Advises the Surgeon General and the various elements of the Office of the 
Surgeon General on statistical matters. 

29. Nursing Division.— Provides nursing service for military personnel; main- 
tains general supervision of nursing activities; formulates and recommends 
professional standards; and recommends policies and programs on procurement, 
promotion, and separation of nurses, as well as on Army nursing in general. 

30. Medical Service Corps Division.—a. Advises the Surgeon General on 
Medical Service Corps administrative matters; reviews reports; and analyzes 
special problems. 

b. Formulates Medical Service Corps policy and makes recommendations on 
table of organization requirements and distribution of Medical Service Corps 
officers. 

c. Advises on career management of Medical Service Corps officers. 

31. Women’s Medical Specialist Corps Division. a. Formulates Women’s 
Medical Specialist Corps policies and makes recommendations on table of organ- 
ization requirements, distribution, procurement, promotion, separation, and 
training of Women’s Medical Specialist Corps officers. 

b. Advises on Career Management Program for officers in the Women’s Medical 
Specialist Corps. 

32. Professional Consultants Divisions.—Individual divisions comprised of 
specialists in medicine, surgery, physical medicine, neuropsychiatry, X-ray, and 
medical laboratory service, respectively, are charged with adapting to the needs 
of the Army the best professional practice with respect to treatment in their fields. 


The divisions develop the policy and practice of the Medical Department in their 
specialties; prepare pertinent advice, instructions, and bulletins; make inspections; 
review reports and special problems; maintain liaison with civilian agencies; 
and advise on the recruitment, training, and assignment of properly qualified 
professional personnel. 
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MEDICAL CARE FOR VETERANS 


SECTION V 
SPECIAL RELATIONSHIPS 


33. Communication channels.—-Communicates direct with the major commands 
in dealing with technical medical matters. 

34. Special assistants.—Individuals selected by the Surgeon General for their 
specialized abilities and/or past training and experience; appointed when matters 
of urgeney, of temporary nature, of lack of precedent, or specialized attention 
required would preclude efficient and economic handling by currently established 
subdivisions of the Office of the Surgeon General. 

35. Boards and committees.—a. Committee on Medical Sciences, Research 
and Development Board 

Committee on Human Resources, Research and Development Board 
Committee on Biological Warfare, Research and Development Board 
d. Interdepartmental Committee on Medicine of National Security Resources 
Board 
Committee on Glossary, National Research Council 
Storage and Materials Handling Committee, Munitions Board 
gq. Federal Specifications Board Technica! Committee on Packaging 
Medical Steering Committee of the Medical Geographical Project. 
Specifications Committee, Unhealthful Posts Project. 
Committee on Sanitary Engineering and Environment, National Research 

u cil 

Committee on Insecticides, Fungicides, and Rodenticides, Federal Specifi- 
cations Board 

Interdepartmental (Committee on Pest Control. 

Interdepartmental Committee on Venereal Disease, United States Publie 
Health Service. 

n. Committee on International Social Poliev. 

o. Committee for Control of Influenza, National Institutes of Health. 

p. Provision Technical Committee, Federal Specifications Board. 

q. Feeds and Forage Technical Committee, Federal Specifications Board. 

. Committee on Methods for Developing Military Manpower Requirements, 
Munitions Board 

s. Committee on Classification and Diagnostic Nomenclature of Diseases, 
Injuries, and Conditions 

t. Committee of Expert Examiners, United States Civil Service Commission. 

National Committee on Vital and Health Statistics for United States. 
Deterioration Prevention Committe ‘ N ition?’ | Res arch Council 
Committee on Medical and Hospital Seevices of the Armed Forces 
Army Committee for Insect and Rodent Control 
Board ot Governors, Arne rican R cd Cross. 
Armed Services Medical Procurement Board. 
Army, Navy Medical Matériel and Specifications Board 
Food and Nutrition Board, National Research Council. 
Central Armed Forces Disciplinary Control Board. 
Board of Expert Examiners in Clinical Psychology of the United States 
| Service Commission. 
Other relationships.—a. National Institutes of Healtl 
Antibiotics Studv Section 
Surgery Studv Section 
Radio Biology Study Section 
nited States Public Health Service. 
Tropical Disease Studv Section 
Research Study Section, National Advisory Mental Health Council 
Sanitation Study Section 
Svphilis Study Section 
Public Health Study Section 
Hematology Study Section. 
Physiology Study Section 
Vational Pesea ch Council 
[AG 
By ORDER OF THE SECRETARY OF THE ARMY 
OFFICIAI J. LAWTON COLLINS, 
EDWARD F. WITSELI Chief of Staff, United States Army 
Va ) Ceneral 
The 1d itant General 
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SEcTION I 
GENERAL 


1. Scope.—a. These regulations set forth the organization of the Department 
of the Army. They also include the organization of the continental United States 
and the missions and responsibilities of the Chief of Army Field Forces, the 
Continental Army Commanders, and the Commanding General, Military District 
of Washington. 

b. Detailed functions of individual agencies of the Army Staff and descriptions 
of the special relationships existing within the Army Staff and with respect to 
other agencies of the Department of Defense are set forth in other Special Regu- 
lations of the 10-series. 

2. Definitions.—a. The term ‘‘Major Command” includes Continental Armies, 
the Military District of Washington, and Oversea Army Commands directly under 
the Department of the Army. 

b. For other standard organizational definitions, see AR 320-5. 

3. Decentralization of functions.—There shall be an aggressive application 
of the principle of decentralization. No functions will be performed at the 
General and Special Staff level which can be decentralized to Army Field Forces, 
the Major Commands, or the Administrative and Technical Staffs and Services, 
unless the Chief of Staff decides that such functions are essential to the mainte- 
nance of control by the General and Special Staffs. 

4. Direct communication.—-Within the limits of approved policies, direct 
contact and mutual arrangements among Major Commands, Office, Chief of 
Army Field Forces, and the Army Staff, are desirable and are authorized and 
encouraged. Direct communication is authorized when appropriate between 
Army Commanders and the respective State and Territorial authorities on matters 
of mutual concern. 

5. Command.—Command of the Army and all components thereof is exercised 
by the President through the Secretary of Defense and the Secretary of the Army, 
who directly represent him; and, as the personal representatives of the President, 
their acts are the President’s acts, and their directions and orders are the Presi- 
dent’s directions and orders. 

Secrion I] 


MISSION 


6. Mission.—To provide support for national and international policy and 
the security of the United States by planning, directing, and reviewing the military 
and civil operations of the Army Establishment, to include the organization, 
training, and equipping of land forces of the United States for the conduct of 
prompt and sustained combat operations on land in accordance with plans for 
national security. 


Section III 
BACKGROUND 


7. Origin and history.—a. The United States Army was organized during the 
struggle of the colonies for independence. The first act of Congress under the 
Constitution relating to the Army was the Act of 29 September 1789. That act 
continued in existence the Army established during the Revolutoinary War. 

hb. The Constitution of the United States provides that the Congress shall have 
power: “To raise and support Armies’’; ‘“To make rules for the government and 
regulation of the land and naval forces’’; ‘‘To provide for calling forth the militia 
to execute the laws of the Union, suppress insurrections and repel invasions’’; and, 
“To provide for organizing, arming, and disciplining the militia, and for governing 
such part of them as may be emploved in the service of the United States, reserving 
to the States respectively the appointment of the officers, and the authority of 
training the militia according to the discipline prescribed by Congress’”’ (Art. I, 
Sec. 8). The Constitution further prescribes that: “The President shall be 
Commander-in-Chief of the Army and Navy of the United States, and of the 
militia of the several States when called into the actual service of the United 
States’ (Art. II, Sec. 2). 

ce. The Department of War was established as an executive department at the 
seat of government by an Act approved 7 August 1789. The Secretary of War 
was established as its head and his powers were those entrusted to him by the 
President. Under that initial legislation the Secretary of War was charged with 
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naval matters, distribution of bounty lands to soldiers, and Indian affairs, in 
addition to his Army responsibilities 

d. Prior to 1903 heads of the Supply and Administrative Staff Departments 
were referred to as the “‘General Staif.’ In 1796, the ‘Staff’ consisted of a 
Major General ‘“‘Commanding,’’ a Brigadier General, The Adjutant General, the 
Quartermaster General, and a Paymaster General. The line elements made up 
the tactical formations. In subsequent developments various bureaus were added 
to the Department. Until 1903, the basic organization of the Department 
remained the same, with a Secretary of War, a General of the Army, and Staff 
Departments or Bureaus. The Bureau heads reported to the Secretary of War. 

e. Inthe Aet of 14 February, 1903, Congress provided for a General Staff Corps 
consisting of a Chief of Staff and certain other officers. The General Staff Corps 
was charged with the preparation of plans for national defense and for mobilization 
of the military forces in time of war. It was the duty of the General Staff to 
report to the Secretary of the Army on all questions affecting the efficiency of the 
Army and its state of preparedness for military operations 

f. Under the National Defense Act of 1916, the General Staff Corps was divided 
into the War Department General Staff and the General Staff with troops. That 
Act also created the Officers’ Reserve Corps and the Enlisted Reserve Corps, 
which were later consolidated into the Organized Reserve Corps by the Act of 
25 March 1948. 

g. Reorganizations of the War Department were effected during both World 
Wars. The War Department reorganization of 9 March 1942 (WD Cir. 59, 
1942) under authority of the First War Powers Act decentralized responsibilities 
and shifted operational functions to three principal commands: Services of 
Supply (ater Army Service Forces), Army Ground Forces, and Army Air Forces. 

h. The post World War II reorganization was prescribed by WD Circular 
138, 1946. Under that Circular the War Department included the Secretary of 
War, the Under-seeretary of War, the Assistant Secretaries of War, the Chief 
of Staff, a General Staff of six Divisions (later five)—each headed by a Director- 
an Advisory Group, a Chief of Information, a Special Staff, and Technical and 
Administrative Staffs and Services. The Army ineluded the Army Ground 
Forces (redesignated Army Field Forces in 1948), the Army Air Forces, six 
Army Areas, the Military District of Washington, and Oversea Commands. 

t. The National Security Act of 1947 created the National Military Establish- 
ment. The Department of the Air Force and the United States Air Force were 
created as a separate department and Armed Service. The Department of War 
was designated the Department of the Army and the title of its Secretary became 
Secretary of the Army. During a 2-vear period (later extended to 3 years by the 
National Security Act Amendments of 1949), the Secretary of Defense trans- 
ferred certain functions, property, personnel, and records from the Department 
of the Army to the Department of the Air Force 

j. The National Security Act of 1947 was extensively amended by the National 
Security Act Amendments of 1949 which established the Department of Defense 
as an Executive Department of the Government, and provided that the Depart- 
ment of the Army, the Department of the Navy, and the Department of the Air 
Foree would no longer be executive departments, but would be military depart- 
ments within the Department of Defense. The National Security Act Amend- 
ments of 1949 created in the Department of the Army the Offices of Comptroller 
and Deputy Comptroller of the Army. 

8. Functions heretofore transferred under Title I, First War Powers Act.—a. 
The functions, duties, and powers formerly performed and exercised by the Chiefs 
of Infantry, Cavalry, Field Artillery, and Coast Artillery (except those relating 
to personnel management and the procurement, storage, and issue of supplles), 
were transferred by Executive Order 9082, 28 February 1942 to the Commanding 
General, Army Ground Forces (now designated as Chief of Army Field Forces) 
and will continue to be performed and exercised by him 

b. Under similar powers, the functions, duties, and powers of the Chief of 
Coast Artillery relating to procurement, storage, and issue of supplies are assigned 
to the Chief of Ordnance. 

c. Under similar powers, the functions, duties, and powers (except procure- 
ment) preseribed by statute for the Quartermaster General relating to transpor- 
tation are assigned to the Chief of Transportation. Under the organization of 
Military Sea Transportation Service (pursuant to Seeretary of Defense directive 
of 2 August 1949) the Department of the Navy assumes responsibility for the 
operation of sea transport. 
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d. Under similar powers, the functions, duties, and powers prescribed by 
statute for the Quartermaster General relating to the procurement and supply 
of general purpose vehicles and for all vehicle field and depot maintenance are 
assigned to the Chief of Ordnance. 

9. Legal basis.—The changes in organization of the Department of the Army 
are made by authority of Title I, First War Powers Act (55 Stat. 838); Executive 
Order 9082, 28 February 1942, as modified by Executive Order 9722, 13 May 
1946; Sec. 205a of the National Security Act of 1947 (61 Stat. 501); and the Con- 
stitutional powers of the President as Commander-in-C hief. 


Section IV 
MAJOR FUNCTIONS 


10. General.—The Army provides for the accomplishment of its military 
mission through the media of its numerous activities. The establishment of the 
major military functions resolves itself into the determination of that grouping 
of activities which will best lend itself to efficient administration of the Army as 
awhole. In addition to the functions primarily related to creating military forces 
for prompt and sustained land combat operations, other functions are required 
for the performance of other than piirely military missions assigned to the Army 
For the purpose of these regulations, the major military and civil functions of the 
Department of the Army have been established as listed in paragraphs 11 to 23, 
inclusive. 

11. Command and management.—Provides for the basic direction and man- 
agement of the Army, including guidance for program coordination, forces 
organization and utilization, war and mobilization planning, administrative 
management, and budget formulation and execution. 

12. Military personnel.—Provides for the procurement and distribution of 
military personnel and their management as individuals, 

13. Civilian personnel.—Provides for the procurement and distribution of 
civilian employees and their management as individuals and as work forces. 

14. Intelligence.—Provides for a system to insure adequate intelligence and 
counterintelligence. 

15. Training. Provides for the development of the proficiency of the individual 
soldier and units in the art of war and for the attainment of skills in military 
team-work. 

16. Research and development.— Provides for that basic and applied research 
and development which is the responsibility of the Department of the Army 
under the Master Plan of the Research and Development Board. 

17. Industrial mobilization.— Provides in advance for the most effective wartime 
utilization of that portion of the Nation’s productive industrial capacity re- 
quired to support the Army in time of war. 

18. Procurement.—Provides for the procurement of weapons, vehicles, and 
other items of equipment, and for complete rehabilitation or modernization of 
items. 

19. Supply.—Provides for the furnishing of supplies and equipment to the 
Army, including distribution, maintenance, and salvage. 

20. Services.— Provides for the housekeeping and administrative support of 
the Army, including medical, signal, finance, transportation, and administrative 
services. 

21. Construction.——Provides for the fixed plant of the Army Establishment, 
including all installations required for command and industrial purposes. 

22. Joint projects.——-Provides for those joint tasks included in Department. of 
Defense budget requirements, mvolving two or more military services, for which 
the Department of the Army may be assigned budget responsibility or for which 
the Army pays its pro rata share of costs. 

23. Civil.—Provides for civil works construction, operation, and maintenance 
pertaining to rivers, harbors, waterways, and the Alaska Communication 
System; the repatriation of World War II dead; and the supervision of National 
Cemeteries. 

SEcTION V 


ORGANIZATION OF DEPARTMENT OF THE ARMY 
24. Secretary of the Army.—a. The Secretary of the Army is the head of the 


Army Establishment. He is responsible for and has authority over all affairs 
of the Army Establishment, including but not limited to those necessary or ap- 
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propriate for the training, operations, administration, logistic support and mainte- 
nance, research and development, welfare, preparedness, and effectiveness of the 
Army, and such other activities as may be prescribed by higher authority or au- 
thorized by law. 

b. The Secretary of the Army assigns to the Under Secretary of the Army and 
to the Assistant Secretaries of the Army such of his duties as he considers proper. 
Officers of the Army report regarding any matters to the Secretary, Under Secre- 
tary, or either Assistant Secretary of the Army, or as the Secretary of the Army 
prescribes. 

c. The Secretary of the Army or, as he may prescribe, the Under Secretary of 
the Army or either Assistant Secretary of the Army, in addition to other duties, 
is charged with supervision of the procurement activities of the Army Establish- 
ment, of plans for the mobilization of materials and industrial organizations essen- 
tial to wartime needs of the Army, and of other business pertaining thereto. 
Under AR 5-5 these duties as well as responsibility for the supervision of research 
and development activities of the Army are delegated to the Assistant Secretary 
of the Army (Matériel). In addition, by delegation of the Secretary of the Army, 
the Assistant Secretary of the Army (Matériel) exercises the supervisory responsi- 
bility of the Secretary of the Army for all other logistical matters not now pre- 
scribed in AR 5-5. The authority of the Assistant Secretary of the Army (Ma- 
tériel) over these matters is exercised through established staff and command 
channels, except as to implementation of approved procurement and research and 
development programs and all other purchasing and contracting matters. 

25. Department Counselor.—The Department Counselor serves as a special 
civilian counselor to advise the Secretary of the Army, the Under Secretary of 
the Army, the Assistant Secretaries of the Army, and the Chief of Staff on legal 
matters not otherwise assigned by law or regulation elsewhere in the Department 
of the Army and to render interpretive evaluation on these matters and on aspects 
of legislative, public, and military policy not the responsibility of other Depart- 
ment of the Army agencies. The Department Counselor exercises for the Secre- 
tary of the Army supervision not otherwise assigned by law or regulation over the 
operations of the Army-Air Force Clemency and Parole Board, providing assist- 
ance on matters having to do with clemency, parole, and restoration to duty of 
prisoners serving sentences imposed by general courts-martial and confined in 
United States disciplinary barracks and other Federal institutions, and facilitates 
the work of Congressional Committees and other groups having official business 
with the Department of the Army by acting where appropriate as coordinator for 
the Secretary of the Army on matters in which the Department of the Army has 
an interest. 

25. Chief of Staff.—a. The Chief of Staff is the principal military adviser of 
the Secretary of the Army and is charged by him with the planning, development, 
and execution of the Army program. 

b. The Chief of Staff, under the direction of the Secretary of the Army, super- 
vises all members and organizations of the Army, performs the duties prescribed 
for him by the National Security Act of 1947 and other laws, and performs such 
other military duties not otherwise assigned by law as may be assigned to him by 
the President or by the Secretary of the Army. Except as otherwise prescribed 
by law, by the President, or by the Secretary of Defense, the Chief of Staff per- 
forms his duties under the direction of the Secretary of the Army. The Chief of 
Staff, by virtue of his position, takes rank above all officers on the active list of 
the Army, Navy, and Air Force, except the Chairman of the Joint Chiefs of Staff 
and except the Chief of Naval Operations and the Chief of Staff, United States Air 
Force, if those latter two officers’ appointments, as such, antedate his. 

c. The Chief of Staff presides over the Army Staff, transmits to the Secretary 
of the Army plans and recommendations prepared by the Army Staff, advises him 
in regard thereto, and, upen the approval of plans or recommendations by the 
Secretary of the Army, acts as the agent of the Secretary of the Army in carrying 
the same into effect. 

27. Army Staff.—a. The Army Staff is the staff of the Secretary of the Army 
at the seat of government and includes the Chief of Staff and his immediate assist- 
ants, the General and Special Staffs, and the Administrative and Technical Staffs. 
The Army Staff renders professional advice and assistance to the Secretary of the 
Army, the Under Secretary of the Army, and the Assistant Secretaries of the 
Army. 

b. It is the duty of the Army Staff to 

(1) Prepare such plans for the National Security, and the use of the Army 
for that purpose, both separately and in conjunction with the naval and 
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servicing, mobilizing, and demobilizing the United States Army, as will 
assist the execution of any power vested in, duty imposed upon, or func- 
tion assigned to the Secretary of the Army or the Chief of Staff by law, 
by the President, or by the Secretary of Defense; 

Investigate and report upon all questions affecting the efficiency of the 
Army and its state of preparation for military operations; 

Prepare detailed instructions for the execution of approved plans and to 
supervise the execution of such plans and instructions; 

(4) Act as the agents of the Secretary of the Army and the Chief of Staff in 
informing all officers and coordinating the action of all agencies and com- 
mands of the Army Establishment. 

(5) Perform such other duties not otherwise assigned by law as may be pre- 
scribed by the President, the Secretary of Defense, or the Secretary of the 
Army. 

28. Vice Chief of Staff.—The Vice Chief of Staff is the principal adviser and 
assistant to the Chief of Staff, and acts for him in his absence. 

29. Deputy Chief of Staff for Plans.—The Deputy Chief of Staff for Plans is 
responsible to the Chief of Staff for the coordinated preparation of Army plans and 
programs. 

30. Deputy Chief of Staff for Administration.—The Deputy Chief of Staff for 
Administration is responsible to the Chief of Staff for the coordinated execution 
of approved Army plans and programs in all operational and administrative ac- 
tivities and for the coordination of implementation plans therefor. 

31. Comptroller of the Army.—-The Comptroller of the Army, under the direc- 
tion and supervision of the Secretary of the Army, integrates the review and 
analysis of Army programs, and formulates, coordinates, and supervises account- 
ing, fiscal, audit, budgetary, statistical, and management engineering activities 
of the Army, including the supervision of legislative policies and programs pertain- 
ing to appropriation acts. The Comptroller is directly responsible to the Assistant 
Secretary of the Army (General Management) by delegation of the Secretary of 
the Army and concurrently responsible to the Chief of Staff. Within his scope of 
responsibility, the Comptroller’s relationship to the Chief of Staff and the Army 
Staff corresponds to that of a Deputy Chief of Staff. The Chief of Finance is 
under the direct supervision and control of the Comptroller of the Army for all 
statutory functions of the Comptroller. 

32. Secretary of the General Staff.—The Secretary of the General Staff ad- 
ministers and coordinates the internal activities of the Office of the Chief of Staff. 
He is also charged with responsibility for the expeditious receipt and dispatch of 
communications between the Office of the Chief of Staff and the President, the 
Joint Chiefs of Staff, the Secretary of the Army, the Under Secretary of the Army, 
the Assistant Secretaries of the Army, and the Army Staff. 

33. Chief of Information.—The Chief of Information coordinates, processes, 
and initiates the release of matters relating to public understanding and support 
of the Army; advises on matters of policy relating to troop information and edu- 
cation of the Army; and, in accordance with policies established by the Secretary 
of Defense, supervises and coordinates the world-wide implementation of public 
information and troop information and education policies and programs of the 
Department of the Army. He also advises the Secretary of the Army, the Under 
Secretary of the Army, the Assistant Secretaries of the Army, and the Chief of 
Staff on public information matters involving the Department of the Army at 
the seat of government in its relations with other departments and branches of 
the government and with the general public. 

34. Chief of Legislative Liaison.—The Chief of Legislative Liaison formulates, 
coordinates, and supervises the approved legislative programs of the Army (except 
for appropriation acts); and insures the maintenance of proper relationships be- 
tween the Army and the Congress. He also advises the Secretary of the Army, 
the Under Secretary of the Army, the Assistant Secretaries of the Army, and the 
Chief of Staff on the situation of the Department of the Army in its relations with 
the Congress and on developments which may affect the legislative program of 
the Department of the Army. 

35. General Staff.—The General Staff is the principal element of the staff of 
the Secretary of the Army. Under the direction of the Chief of Staff, the General 
Staff renders professional advice and assistance to the Secretary of the Army, the 
Under Secretary of the Army, and the Assistant Secretaries of the Army, in pro- 
viding broad basic policies and plans to the Chief of Army Field Forces, the com- 
manding generals of the Continental Armies and Oversea Army Commands, the 


air forces, and for recruiting, organizing, supplying, equipping, training, 





338 MEDICAL CARE FOR VETERANS 


Commanding General, Military District of Washington, and the heads of the 
Administrative and Technical Services, to enable them to prepare and execute 
detailed programs for the development of the Army as a well-balanced and efficient 
military team. The General Staff specifically assists the Secretary in the prepara- 
tion and issuance of directives in the name of the Secretary of the Army to imple- 
ment plans and policies and in the supervision of the execution and implementa- 
tion of these directives. The subdivisions of the General Staff are the Offices of 
the Assistant Chiefs of Staff, G-1, Personnel; G—2, Intelligence; G-8, Operations; 
and G—4, Logisties. 

36. Assistant Chief of Staff, G-1, Personnel.—The Assistant Chief of Staff, 
G-—1, under the supervision of the Deputy Chiefs of Staff and, within his scope of 
responsibility, of the Comptroller of the Army, plans, coordinates, and supervises 
the procurement, allocation, welfare, separation, and administrative management 
of military personnel of all categories; designs, administers, and implements the 
troop program; administers the safety program; directs and controls the Adminis- 
trative Staffs and Services; provides supervision over administration in the Army; 
and develops in coordination with the Assistant Chief of Staff, G-3, military per- 
sonnel authorizations for the Army. 

37. Assistant Chief of Staff, G2, Intelligence.—The Assistant Chief of Staff, 
G-—2, under the supervision of the Deputy Chiefs of Staff and, within his scope of 
responsibility, of the Comptroller of the Army, plans, coordinates, and supervises 
the collection, evaluation, and dissemination of intelligence information pertain- 
ing to the war potential, topography, military forces, and militarv activities of 
foreign countries, and the strategic vulnerability of the United States and its 
possessions. In addition thereto, he advises on counterintelligence matters; super- 
vises counterintelligence activities; supervises military mapping; and performs the 
Army cryptologic functions, utilizing the Army Security Agency for this purpose, 
and provides the official channel of liaison between the Army and foreign military 
personnel in the United States 

38. Assistant Chief of Staff, G-3, Operations.—The Assistant Chief of Staff 
G-—8, under the supervision of the Deputy Chiefs of Staff and, within his scope of 
responsibility, of the Comptroller of the Army, develops and coordinates strategic 
and operational planning and military and politico-military policy for the Army; 
develops policies for the organization, operational requirements, training, mobiliza- 
tion, and demobilization of all components of the Army; and provides for coordina- 
tion between the General Staff and the Joint Staff on these matters. He super- 
vises strategic and operational matters relating to Oversea and other Major Com- 
mands, including the deployment of military resources; and discharges General 
Staff responsibility as to those unified commands for which the Chief of Staff has 
been designated executive agent. He is responsible for that portion of program 
planning which relates to the establishment of Army requirements and objectives. 

39. Assistant Chief of Staff, G4, Logistics.—The Assistant Chief of Staff, 
G4, under the supervision of the Deputy Chiefs of Staff and, within his scope of 
responsibility, of the Comptroller of the Army, planus for and supervisesArmy 
activities in research and development, procurement and related industrial matters, 
and supply and logistic services; reports directly to the Assistant Secretary of the 
Army (Matériel) on implementation of approved procurement and research and 
development programs, industrial matters, and all other purchasing and contract- 
ing matters; and directs and controls the Technical Staffs and Services. On 
matters of health, medical care of troops, and utilization of professional medical 
personnel, the Surgeon General has direct access to the Secretary of the Army 
and Chief of Staff. 

40. Special Staff.——-The agencies listed below constitute the Special Staff. The 
heads of these agencies advise the Chief of Staff on specialized matters spe aan 
within their fields of activity and report to Chief of Sts = through the General 
Staff on other matters for which there is a General Staff responsibility. 

a. Office of the Chief of Finance. 

b. Office of the Inspector Genera 

Office of the Chief of Military History 

d. Office of the Judge Advocate General. 

National Guard Bureau. 

f. Office of the Executive for Reserve and ROTC Affairs 

41. Chief of Finance.—-a. The Chief of Finance is responsible for formulating, 
coordinating, and supervising plans and policies on the provision of finance service 
for the Army, and for providing this service including the accounting for all dis- 
bursements and collections of funds applied in Army accounts. In addition, he 
is responsible for providing the liaison and for assisting other Department of the 
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Army agencies in presenting cases before the Comptroller General and for review- 
ing all Department of the Army communications addressed to the Comptroller 
General and General Accounting Office, except on matters pertaining to records 
administration. 

b. In addition to his responsibility as head of a staff agency of the Depart ment 
of the Army, he is also a commander of troops, activities, and installations assigned 
to his command, and as such performs the usual functions of command. 

42. Inspector General.—The Inspector General inquires into and reports upon 
matters which affect the efficiency and economy of the Army and makes such 
inspections, investigations, surveys, studies, and reports as may be prescribed by 
law or regulations, or as may be directed by the Secretary of the Army, the Under 
Secretary of the Army, either Assistant Secretary of the Army, or the Chief of Staff. 

43. Chief of Military History.-The Chief of Military History is charged with 
historical matters and prepares plans and policies for, and directs and supervises 
Army historical activities other than eurrent reports. 

44. Judge Advocate General.—-The Judge Advocate General supervises the 
system of military justice throughout the Army, performs appellate review of 
records of trials by courts martial as provided by the Articles of War, and fur- 
nishes legal service for the Army; and serves as the chief legal adviser to the 
Secretary of the Army, the Chief of Staff, and all Army Staff agencies. He reports 
directly to the Secretary of the Army with respect to courts martial and certain 
legal matters. 

45. Chief National Guard Bureau.—The Chief National Guard Bureau; 
participates with other agencies of the Army Staff in the formulation of the pro- 
gram for the development and maintenance of a National Guard in the States, 
Territories, and District of Columbia; and administers that program. 

46. Executive for Reserve and ROTC Affairs.—The Executive for Reserve 
and ROTC Affairs advises and assists the Chief of Staff in the exercise of his 
supervision and control of the Organized Reserve Corps and Reserve Officers’ 
Training Corps, and keeps the Secretary of the Army informed on Reserve and 
ROTC affairs. 

47. Administrative and Technical Staffs and Services. 

a. (1) The Administrative Services are 
a) Adjutant General’s Department 
(b) Chaplains. 

(c) Corps of Military Police 

The Technical Services are 
(a) Ordnance Department 
b) Signal Corps 
(¢) Quartermaster Corps 
(d) Corps of Engineers 

Transportation Corps 
f) Medical Department 
(g) Chemical Corps. 
b. The heads of the Administrative and Technical Services are also staff officers 
of the Department of the Army. As such their general functions include 

(1) Administrative and technical advice and recommendations to the Secre- 
tary, the Under Secretary of the Army, Assistant Secretaries of the Army, 
the Chief of Staff, the General and Special Staffs, the Chief of Army 
Field Forces, and the commanders of Major Commands. 
Preparation of plans, estimates, and orders. 
Coordination of their operational, administrative and technical plans 
and activities with other staffs and agencies. 

ec. In their capacities as heads of Administrative and Technical Services, they 
are commanders of troops, activities, and installations assigned to their command, 
and as such have the usual functions of command over troops, activities, installa- 
tions, and services, except as provided in SR 10-500-1. The two functions of 
staff and command, although vested in a single head, are separate and distinct in 
that each involves different responsibilities and duties; and the exercise of one is 
not to be confused with the exercise of the other. 

d. Directions or instructions will be issued to subordinate commands of the 
Major Commands through appropriate channels of command and not directly 
from one technical staff officer to the corresponding staff officer in the subordinate 
command. However, the duties of the heads of the Administrative and Technical 
Services, acting in their capacities as staff officers of the Department of the Army, 
will include Army-wide supervision and advice and such inspections of activities 
as the Chief of Staff may prescribe 


») 
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48. The Adjutant General.—The Adjutant General provides administrative 
and operational services for the Department of the Army in connection with the 
procurement, classification, assignment, promotion, transfer, and separation of 
military personnel; records; correspondence; decorations and awards; postal 
activities; publications; career management; personnel research; correctional 
custodial procedures; Special Services activities; and such other services as may 
be assigned. 

49. Chief of Chaplains.—The Chief of Chaplains advises the Secretary of the 
Army and the Chief of Staff on moral and religious matters and formulates plans 
for, and supervises, moral training and religious ministration in the Army. 

50. Provost Marshal General.—The Provost Marshal General provides super- 
vises, and controls security clearances of facilities, projects, and individuals in 
industry requiring access to classified information or contracts; supervises military 
police, prisoner of war activities, matters of good order and discipline, movement 
of refugees and traffic, prevention and investigation of crime within the Army, 
and the apprehension of deserters and those absent without leave. He also 
plans for and supervises the mobilization, training, and employment of military 
government units; and supervises and controls the Military Police Board, Criminal 
Investigation Laboratory, the First Criminal Investigation Detachment, and the 
Enemy Prisoner of War Information Bureau. 

51. Chief of Ordnance.—The Chief of Ordnance provides and services ordnance 
material required for the Army and, as assigned, for the Navy and the Air Force. 

52. Chief Signal Officer.—The Chief Signal Officer plans, directs, and super- 
vises signal communications and related activities, including Army photography; 
provides and services communications and photographic material required for the 
Army and, as assigned, for the Navy and the Air Force; and administers the 
Alaska Communication System. 

53. Quartermaster General.— The Quartermaster General provides and services 
food, clothing, equipment, and supplies required for the Army, as assigned to the 
Quartermaster General and, as assigned, for the Navy and the Air Force; and 
provides for the disposition of the remains of deceased military personnel and for 
over-all supervision of the operation of National Cemeteries. 

54. Chief of Engineers.— The Chief of Engineers plans directs and supervises 
an engineering, construction, and real estate service for the Army and the Air 
Foree (including military engineering support), and for other government agencies 
as assigned; plans, directs, and exercises technical supervision over the mainte- 
nance and repair of real property and operation of utilities plants and systems 
of Army installations as prescribed in AR 420-10; provides and services the 
engineer meterial required by the Army and, as assigned, for the Navy and Air 
Force; provides and directs Army mapping services; administers all matters 
relating to construction, maintenance, and real estate necessary for the improve- 
ment of rivers, harbors, and waterways for navigation, flood control, other water 
uses and related purposes, and shore protection; and administers the laws for 
the protection and preservation of the navigable waters of the United States. 

55. Chief of Transportation.—The Chief of Transportation provides and secures 
transportation services for the Army, including technical and administrative 
advice and recommendations on matters relating to transportation; and provides 
the Navy and the Air Foree with land and inland waterway transportation 
services for which the Army has responsibilitv, including the administration of 
the functions of the Central Military Land Traffie Office. 

56. Surgeon General.—The Surgeon General plans and formulates medical and 
sanitary policies and procedures; provides and conducts programs and directs 
certain aspects of the medical service to insure the health of the Armv; and 
provides and services medical material for the Armv as assigned to the Surgeon 
General, and as assigned, for the Navv and the Air Force. 

57. Chief Chemical Corps.—The Chief, Chemical Corps, studies and investi- 
gates toxicological warfare, including chemical and biological warfare and radio- 
logical defense, and provides and services material and equipment pertaining to 
these tvpes of warfare, except as specifically assigned to other agencies. 

58. Director of the Women‘s Army Corps.—The Director of the Women’s 
Army Corps advises the Secretary of the Army and the Chief of Staff on matters 
relating to the Women’s Army Corps. The Office of the Director, Women’s 
Army Corps is assigned to the Office, Chief of Staff and is attached for adminis- 
trative purposes to the Office, Assistant Chief of Staff, G—1. 
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Section VI 
OFFICE, CHIEF OF ARMY FIELD FORCES 


59. General.—The Office, Chief of Army Field Forces as the field operating 
agency of the Department of the Army, is charged with the general direction, 
supervision, coordination, and inspection of all matters pertaining to the training 
of individuals and units utilized by the Army in the field. 

60. Responsibilities—a. Ceneral——The Chief of Army Field Forces, under 
directives issued by the Chief of Staff, is responsible for 

(1) Exercising generai direction over the training objectives, organization, 
composition, and equipment of all units utilized by the Army in the 
field, including those of the Organized Reserve Corps. 

Developing and preparing doctrine pertaining to the tactical and technical 
employment of individuals and units utilized by the Army in the field, 
and to the material and equipment necessary in the performance of 
their missions. 

Exercising general direction over the training of all individuals and units 
utilized by the Army in the field and of all individuals and units of the 
Organized Reserve Corps. 

Establishing training criteria for, and inspecting and supervising, the 
training of the Army National Guard, to include the coordination and 
approval of plans for field training. 

Exereising general direction, supervision, and coordination over the 
training and equipping of all individuals and units of the ROTC, and 
units established under Section 55c of the National Defense Act. 
Keeping the Chief of Staff informed of the state of training and opera- 
tional readiness of all units utilized by the Army in the field. 

Directing and controlling the curricula and instruction of the Armv 
General and Special Service Schools and Specialists Schools. For 
exceptions see paragraph 61 a (18). 

Supervising Army participation in instruction in schools and centers of 
the Navy and the Air Force. 

(9) Planning, supervising, and coordinating Army participation in joint 
exercises and maneuvers. 

(10) Coordinating and supervising the preparation of training literature, 
training films, and other training aids pertaining to the training of 
individuals and units utilized by the Army in the field. 

Coordinating, in the field, programs related to sites, facilities, and 
installations required for training. 

Preparing, coordinating, and supervising mobilization (other than 
industrial) training plans under current mobilization policy. 

Initiating qualitative requirements for items of equipment for which 
field army type units have a primary interest, and directing and con- 
trolling such Army Field Forces Boards as are necessary to insure 
continued research, development, and testing of this equipment from 
the point of view of user interest. 

feviewing and recommending the allotment and assignment of per- 
sonnel and the establishment of manning levels necessary in the con- 
duct of instruction in the schools within his jurisdiction (see (7) above 
and par. 61 a (18)) and in the operation of Army Field Forces Boards; 
and exercising the necessary control of these personnel to insure their 
proper utilization. 

Supervising the preparation of budgets and coordinating the allotment 
of special field exercise funds and funds for the schools within his 
jurisdiction (see (7) above and par. 61 a (18)) and the Army Field 
Forces Boards. 

Reviewing enlisted and warrant officer career fields with respect to 
job descriptions, job grades, and job proficiency requirements for pro- 
motion tests on any job found in the Army in the field. 

Conducting public information activities involving the duties and mis- 
sions of the Chief of Army Field Forces. 

(18) Commanding the troops, activities, and installations assigned to his 
office. 

b. Decentralization.—In the execution of his responsibilities in the continental 
United States, the Chief of Army Field Forces will be guided by the principle 
of decentralization of operations to Continental Army Commanders; the Com- 
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manding General, Military District of Washington; and the heads of the Admin- 
istrative and Technical Services or other agencies of the Department of the Army. 

c. Continental United States.—In discharging his responsibilities in the conti- 
nental United States, the Chief of Army Field Forces will issue the necessary 
instructions through the Continental Army Commanders for agencies under their 
command and through the heads of the Administrative and Technical Services 
or other Department of the Army agencies for agencies under their command. 

d., Overseas.—The responsibilities overseas of the Chief of Army Field Forces 
will be limited, in general, to the establishment of training standards and doc- 
trines, the determination of the state of operational readiness of units, and the 
conduct of such inspections as are essential thereto. Instructions from the Chief 
of Army Field Forces to Oversea Army Commanders will be approved by and 
issued through the Department of the Army. 

61. Use of term ‘‘individuals and units utilized by the Army in the field.’’— 
As used herein, the term ‘‘individuals and units utilized by the Army in the field’’ 
will be construed to include all units and individuals utilized by the Army except— 

a. Certain bulk allotment of personnel made to the heads of the Administrative 
and Technical Services and other Department of the Army agencies for the pur- 
pose of operating purely technical activities which are not utilized normally by 
the Army in the field and including the specific units listed in the Directory and 
Station List of the United States Army under the following headings and under 
the heading of Technical Service units: 

(1) Agencies; 
(2) Alaska Communication System; 
(3) Arsenals (including subarsenals and subposts of arsenals) 
(4) Boards (ineluding detachments and test sections) 
(5) Bureaus; 
(6) Centers (see (18) below 
(7) Depots; 
(8) Districts; 
9) Divisions (Engineer 
0) General hospitals; 
Laboratories; 
Libraries; 
Offices; 
Plants and works; 
Ports of embarkation; 
Projects; 
Proving grounds; 
Schools; the exceptions under this heading include the following: 
a) Strategie Intelligence School. 
Army Security Agenev School. 
Counter Intelligence Corps School. 
Armed Forces Information School. 
Armed Forces Staff College 
School of Civilian Personnel Administration 
National War College. 
Oversea Schools. 
Industrial College of the Armed Forces 
United States Armed Forces Institute 
United States Military Academy 
United States Military Academy Preparatory School. 
Those medical schools and courses of instruction whose curricula are 
of nonmilitary nature: also those courses of instruction of other serv- 
ices Whose curricula are of a nonmilitary nature. 
(19) Services; 
(20) Staging areas; 
(21) Stations; 
(22) Railroad repair shops; 
23) Miscellaneous units. 

b. Personnel and units performing functions at the following activities of the 
Department of the Army Administrative Area which are administered by The 
Adjutant General: 

1) Secretary of Defense Area; 
(2) Secretary of the Army Area; 
(3) Chief of Staff Area: 

1) Miscellaneous Areas: and 
5) Civilian Agencies Areas 
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Section VII 
CONTINENTAL UNITED STATES 


62. Organization.—For command of all activities and installations, except 
Class II activities and installations, the continental United States is divided into 
Continental Army Areas and Military District of Washington as follows: 

a. First Army Area.—Includes the States of Maine, Vermont, New Hampshire, 
Massachusetts, Connecticut, Rhode Island, New York, and New Jersey; com- 
manded by Commanding General, First Army; Headquarters, First Army, 
Fort Jay, Governors Island, New York. 

b. Second Army Area.—Includes the States of Pennsylvania, Ohio, Kentucky, 
West Virginia, Maryland, Delaware, and Virginia; commanded by Commanding 
General, Second Army; Headquarters, Second Army, Fort Meade, Maryland. 

c. Third Army Area.—Includes the States of Tennessee, North Carolina, South 
Carolina, Georgia, Alabama, Mississippi, and Florida; commanded by Com- 
manding General; Third Army; Headquarters, Third Army, Fort McPherson, 
Atlanta, Georgia. 

d. Fourth Army Area.—Includes the States of Arkansas, Oklahoma, New 
Mexico, Texas, and Louisiana; commanded by Commanding General, Fourth 
Army; Headquarters, Fourth Army, Fort Sam Houston, San Antonio, Texas. 

e. Fifth Army Area.—Includes the States of Michigan, Wisconsin, Minnesota, 
North Dakota, South Dakota, Wyoming, Nebraska, Iowa, Illinois, Missouri, 
Kansas, Colorado, and Indiana; commanded by Commanding General, Fifth 
Army; Headquarters, Fifth Army, Chicago, Illinois. 

f. Stcth Army Area Includes the States of Montana, Idaho, Washington, 
Oregon, California, Nevada, Utah, and Arizona; commanded by Commanding 
General, Sixth Army; Headquarters, Sixth Army, Presidio of San Francisco, 
California. 

gq. Military District of Washington.—Includes the District of Columbia and 
such adjacent territory as may be prescribed from time to time; commanded by 
Commanding General, Military District of Washington; Headquarters, Military 
District of Washington, Washington 25, D. C 

63. Continental Army Commanders.—The commanding general of each of the 
Continental Armies and the Military District of Washington commands ail 
units, activities, and installations within his army area or the Military District 
of Washington, except those specifically commanded by the head of an Adminis- 
trative or Technical Service or other agency of the Department of the Army. 
He is responsible for the operations, training, administration, services, and 
supply of all units, activities, and installations of his command. He is also re- 
sponsible for certain functions at Class II activities and installations as set forth 
in SR 10-500-1. 

64. Class II installations and activities.—c. Definitions and classification. 

(1). Installations.— Installations are defined and classified as follows: 
(a) Definttions. 

1. An installation is land and the improvements thereon, under the con- 
trol of the Department of the Army, at which functions of the Army 
Kstablishment are carried on, and which has been established by 
order of the Department of the Army. Land and the improve- 
ments thereon utilized by posts, camps, hospitals, depots, arsenals, 
industrial facilities, cemeteries, ete., will generally be designated 
as an installation where located separately, but where located 
contiguously or on the same reservation, the combined property 
will usually be designated as one installation and the separate 
facilities will be designated as activities at that installation. 

2. A subinstallation is land and the improvements thereon, under the 
control of the Department of the Army, at which functions of the 
Army Establishment are carried on, and which has been designated 
as a subinstallation by Department of the Army authority. Sub- 
installations are attached to installations for command and ad- 
ministrative purposes, although they are located separately 
Generally, subinstallations will be interpreted toinclude the following: 

(a) Subinstallations of ports of embarkation, 
(b) Subdepots. 
(b) Categories.—The two main categories of installations are 

1. Command installation.—Any installation of the Army Establishment, 
including nonmanufacturing arsenals, primarily used or useful for 
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functions of the Army other than the production, test, research, 
and development of material, munitions, or supplies. 

2. Industrial installation.—Any installation of the Army Establishment 
primarily used in connection with the production, test, research, 
and development of material, munitions, or supplies. 

(c) Classification.—Installations are classified as Class I or Class II, 
depending upon command jurisdiction, as follows: 

1. Class I installations are under the command of the commanding 

general of an Army or the Military District of Washington. 

‘lass II installations are under the command of the head of an Ad- 
ministrative or Technical Service or other Department of the Army 
agency. Such installations primarily perform operating functions 
contributing directly to the fulfillment of programs which can 
be effectively controlled only from one central national source and 
require closely coordinated national planning, programming, and 
budgeting. 

Activities.— Activities are defined and classified as follows: 

(a) Definition.—An activity is a function or a group of related functions 
or is the facility at which the function or funetions are carried on; an 
activity may be located at an installation, a subinstallation, or a separate 
location which has not been designated as a Department of the Army 
installation or subinstallation. 

(b) Categories.—The two main categories of activities are 

Major activities.—Those of considerable size or importance, such as 
general hospitals or depots, and which are located at installations 
with other activities. 

2. Minor activities.—Those which by comparison with major activities 
are minor in scope, such as quartermaster sales commissaries or 
ordnance shops, and which may be located on or off an installation. 

Classification.—An activity may or may not have the same classifica- 

tion as the installation on which it is located. Activities, like installa- 

tions on which it is located. Activities, like installations, as indicated 
in (1) (¢) above, are classified as Class I or Class Il, depending upon 
the agency which has jurisdiction over the activity. However, at 
either a Class I] installation or a Class II activity separately located, 
those activities performing functions listed in SR 10-500-1 as respon- 
sibilities of the Army Commanders are classified as Class I activities. 

All other activities so located performed functions contributing 

directly to national programs and are classified as Class II activities 

under the jurisdiction of the heads of the Administrative or Technical 

Services or other Department of the Army agencies controlling the 

installation or separately located activity. 

b. Department of the Army agency responsibilities—The heads of the Adminis- 
trative and Technical Services and other Department of the Army agencies are 
charged with particular responsibility for the accomplishment of certain programs 
which are national in scope. As a basis for adequate implementation of these 
programs, the requisite planning, programming, budgeting, and control thereof 
must be exercised by a single source, normally a Department of the Army agency. 
The accomplishment of these nation-wide programs is achieved primarily by as- 
signing portions or aspects to subordinate field operating agencies located at Class 
II installations and activities. However, there are, in addition, certain adminis- 
trative and service functions performed at each Class II installation or activity, 
which, while necessary, nevertheless contribute only indirectly to the accomplish- 
ment of the mission of the Class II installation or activity. These overhead func- 
tions are set forth in SR 10-500-1 as responsibilities of the Continental Army Com- 
manders and the Commanding General, Military District of Washington. All 
other functions at a Class II installation or activity not so delineated, remain the 
responsibility of the Department of the Army agency controlling the installation 
or activity. 

Section VIII 


SPECIAL RELATIONSHIPS 


65. Membership on Department of Defense agencies.—-a. The Secretary of the 
Army and the Chief of Staff are members of the Armed Forces Policy Council. 

b. The Assistant Secretary of the Army (Matériel) is a member of the Muni- 
tions Board and the Research and Development Board. 

c. The Chief of Staff is a member of the Joint Chiefs of Staff. 
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66. Other.—Various Department of the Army agencies provide strategic ad- 
ministrative, technical, or logistic support to agencies of the Department of De- 
fense or of the other military departments; civil or military assistance to other 
Executive departments; and other services as required by higher authority. 

[AG 020 (11 Apr 50)] 

By ORDER OF THE SECRETARY OF THE ARMY: 

OFFICIAL: J. LAWTON COLLINS, 
EDWARD F. WITSELL Chief of Staff, United States Army. 
Major General, USA 
The Adjutant General 


SPECIAL REGULATIONS| DEPARTMENT OF THE ARMY, 
No. 10-500-1 J WasuInaton 25, D. C., 11 April 1950 


ORGANIZATION AND FUNCTIONS 

CONTINENTAL ARMIES AND ARMY AREAS 

(Ineluding Military District of Washington 
Effective 1 July 1950 


Section I. GENERAL. 
Scope of regulations 
II. RESPONSIBILITIES OF ARMY COMMANDERS AT CLAss II INSTALLATIONS AND ACTIVITIES 
Scope of responsibility 
Inspection and review 
Personnel and administration 
Intelligence and security 
Training 
Logistics 
Other functions 
EMERGENCIES AND DISASTERS 
Use of trooos from Class II installations 
Additional troops from Class II installation 
Imminent emergenci 
MILITARY District OF WASHINGTON 


Special relationships 


SecTion | 
GENERAL 


1. Scope of regulations.—a. Affected agencies of the Department of the Army 
where required, will take action to transfer by 1 July 1950 those functions, duties, 
and responsibilities indicated herein. These regulations do not amend or change 
supply responsibilities or act in any way to transfer responsibilities from one 
appropriation to another, 

b. The assignment of responsibilities at Class II installations and activities 
carries with it the responsibility for furnishing required funds and personnel 
authorization 

Section II 


RESPONSIBILITIES OF ARMY COMMANDERS AT CLASS IL INSTALLATIONS AND ACTIVITIES 


2. Scope of responsibility.—Continental Army Commanders and the Com- 


manding General, Military District of Washington, as applicable, are responsible 
for the following functions (pars. 3 to 8) at Class II installations and activities 
located within their respective areas of jurisdiction and will communicate direct 
with the Department of the Army in respect to these functions, except that in 
respect to the functions listed in paragraph 6, direct communication will be w:th 
the Chief of Army Field Forees. Commanding officers of Class I] installations 
and activities will report to the appropriate Army Commander or Commanding 
General, Military District of Washington, in respect to these functions. 

3. Inspection and review.—Inspect and review 

a. On behalf of the Department of the Army.—Any or 2ll operations, methods, 
and systems, including but not limited to manpower utilization and personnel 
ceilings, production, and use of technical data; and make recommendations to 
the Department of the Army for necessary corrective action. Such authority 
will not be used to duplicate the efforts or responsibilities of other agencies. 


84619—51——-23 
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Necessary corrective action is a responsibility of the head of the Administrative or 
Technical Service or other Department of the Army Agency concerned. (Formal 
inspections covered in WD Orders C, 6 June 1946, will not be made.) 

b. On behalf of the Chief of Army Field Forces. 

(1) The training at Class IT installations and Class II activities for which 

the Chief of Army Field Forces is responsible; and make reports of 
inspections and recommendations for necessary corrective action to the 
Chief of Army Field Forces. 
The allotment and utilization of personnel necessary in the conduct of 
instruction in the schools for which the Chief of Army Field Forces is 
responsible that are classified as Class II activies; and make reports of 
inspections and recommendations for necessary corrective action to the 
Chief of Army Field Forces. 

4. Personnel and administration.—a. Safety measures, except special technical 
safety measures at installations and activities as defined in published safety 
directives of the Technical Services. 

b. Supervision of records administration program prescribed by AR 15-15. 

c. Administration of personnel of Class I activities. 

d. Army Postal Service. 

e. On and off post military regulations, except enforcement thereof at. Class 
installations. 

J. Disciplinary barracks, rehabilitation centers, and stockades. 

g. Soldier voting. ° 

h. Chaplains’ functions. 

Prisoner of war internment camps, and utilization of prisoners of war. 

j). Legal assistance functions (AR 25-250). 

k. Review and action on line of duty proceedings for injuries and deaths as 
provided in AR 345-415 and AR 600-550. 

/. General court-martial jurisdiction except where general court-martial 
jurisdiction is exercised by the installation or activity commander. 

m. Provost marshal functions pertaining to criminal investigations. 

n. Special Services functions (U.S. Army only). 

o. Review and processing of claims (AR 25-20 and AR 25-220) by or against 
military personnel and of claims ageinst and in favor of the United States other 
than such demands for payment as erise under contracts or ordinary obligations 
incurred in the procurement of services or supplies, and except as otherwise 
expressly provided for 

» Army Emergenev Relief functions. 

Administration of nonappropriated funds welfare functions 

Civilian emplovee matters as follows: 

1) Compensation of civilian emplovees paid from nonappropriated funds. 

2 Relaxation of labor laws. 

3) Assistance to installation and activity commanders in solution of labor 


shortage Ss, 


9) 


Personal affairs funetions 
Operation of post guardhouses for military prisoners 
i. Administration of physical evaluation boards in compliance with AR 
600-450 and SR 600—450-1. 


v. Billeting and housing, including determination of the 


ant - 
and suitahbilitv of 


utilization of capacity, 


housing, but not ineclucing construction program- 


Cross functions. 


Transmission of military personnel strength reports through machine 


records units 

Recruiting functions, 

Initial procurement, clessification and assignment of enlisted personnel] at 
time of original entry into the Army; and discherge of military personnel, includ- 
ing transfer, appointment or enlistment in Reserve components, retirement, and 
other separation procedures. 

ings and insurance pro ms, including Netional Service Life Insure nce. 

stetes Government Life Insurance, Article TV of the Soldiers’ and Sailors’ 
F Aet. Sevines Bonds, and soldier Cerposits. 

Surervision of the ecuecation of dependents program. 

5. Intelligence and security.—a. Intelligence and counterintelligence functions, 
except— . 
1) At stations or projects specifically exempted. 

(2) Action with respect to the disposition of subversive and disaffected 

military and Department of the Army civilian personnel. 
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(3) Technical intelligence functions performed by the installation or activity 
for the Technical Service concerned, and the dissemination of technical 
intelligence by the head of the service to Class II installations and 
Class II activities under his control. 

b. Security measures, including responsibility for plant protection and for 
providing adequate guard or patrol personnel, except at specifically exempted 
installations and activities. 

6. Training.—Allocation of 

a, Training facilities except at service schools. 

b. Training ammunition. 

7. Logistics. —a. Quartermaster sales commissaries and stores, including clothing 
sales stores. 

b. Food service program, except at food service schools under jurisdiction of the 
Quartermaster General. 

c. Laundries and dry-cleaning plants except special laundries for explosive and 
chemical impregnated clothing. 

d. Post and National cemeteries. 

e. Mortuary procedures, including— 

(1) Preparation and shipment of the remains of decedents. 

(2) Reimbursement of interment and transportation expenses. 

(3) Award and administration of uniform burial contracts. 

Medical functions as follows: 

(1) Army Federal Civilian Employees’ Health Service Program. 

(2) Medical regulating functions. 

(3) Medical and dental service, excepting medical centers and general hos- 
pitals, but including— 

(a) All hospital facilities, including station hospitals, general dispensaries, 
and medical and dental laboratories. 

(b) Preventive medicine, including sanitation and hygiene, communicable 
disease control, venereal disease control, nutrition, and liaison with 
civil health agencies. 

(c) Transportation of patients to and from hospitals. 

(4) Veterinary service, except veterinary service at quartermaster and gen- 
eral depots charged with supply of food products, and veterinary food 
inspections within the metropolitan areas in which such depots are 
located. 

g. Fixed signal communications at Class I and Class II installations within 
the territorial limits of each Army Area and Military District of Washington, 
except for those fixed signal communications activities, and facilities of the 
Army Command and Administrative Communication Ageney comprising the 
Department of the Army Communications Center and the Alaska Communica- 
tion System communication activities and facilities, comprising the continental 
terminal at Seattle, Washington, both Class I] activities of the Chief Signal 
Officer. 

h. (1) Official (not entertainment) still and motion picture and film strip dis- 

tribution functions, except at the Signal Corps Photographic Center, 
Long Island City, New York, and the Signal Corps Photographic Library 
and Laboratory, The Pentagon, Washington 25, D. C. 

(2) Training of 16-mm projectionists, except at the Signal Corps Photographic 

Center, Long Island City, New York, and the Signal Corps Photo- 

graphic Library and Laboratory, The Pentagon, Washington 25, D. C., 

i. Photographie laboratory service and photography except 

(1) Laboratories engaged primarily in the production of photographs which 
are an integral part of research and development and manufacturing 
functions. ; 

(2) Laboratories of the Signal Corps Photographie Center, Long Island City, 
New York, and the Signal Photographic Library and Laboratory, The 
Pentagon, Washington 25, D. C. 

(3) Medical or clinical photographic laboratories. 

(4) Laboratories engaged primarily in the production of Army publications, 
films, film strips, graphic training aids, and other training materials. 

j. Repairs and utilities as prescribed in AR 420-10 and related Special Regu- 
lations, 

k. Arrangements for commercial transportation of Army personnel, supplies, 
and equipment, except at contractor-operated service stations, ports of embarka- 
tion, and such other Transportation Corps installations and activities which 
perform transportation functions that are national in scope (see AR’s 55-105, 
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through 55-175, ete.). Funding for commercial transportation chargeable to the 
appropriation “‘Transportation Service, Army” will be in accord with SR 35-— 
220-85. 

l, Purchasing, requisitioning, receipt, storage, and issue of supplies and equip- 
ment for the operation of the installation, including the supply of troops and 
units thereat and the generation of surplus. These responsibilities are not 
applicable to— 

(1) Supplies or equipment obtained and used for technical research, testing, 
processing, training, or manufacturing. 

(2) Supplies obtained or stored at depots and arsenals for distribution to 
other installations, or stored at transit or other storage locations, in- 
cluding ports of embarkation, for temporary storage or reshipment, and 
as to procurement from funds made available for obligation by the 
agency commanding the Class IT installation. 

(3) Supply of ports of embarkation and troops or units thereat. 

(4) Disposal of surplus. 

m. Salvage and scrap when the item is of no further use to the head of the 
service concerned, except specifically exempted items. See AR 700-25 and 
TM 38-505. 

n. Administration of post restaurants. 

o. Housing facilities, both on and off the installation or activity, for civilian 
personnel, excluding construction programming. 

p. Supervision and technical control over operation of Army utility railways, 
except at Transportation Corps railroad repair shops under the jurisdiction of the 
Chief of Transportation. 

q. Customs clearance functions. 

r. Allocation of administrative vehicles, and supervision of the utilization 
and organizational maintenance of these vehicles and the operation of motor 
pools. This provision includes the responsibility for preparing the estimates, and 
for receiving and allotting funds and spaces for the operation of motor pools. 

s. Field maintenance, except that heads of Technical Services are authorized 
to assume the responsibility of performing field maintenance on material and 
equipment peculiar to their service at those installations or activities under their 
control which have the necessary repair facilities. In such cases the Technical 
Service concerned will budget for the work. 

{. Procurement and maintenance of tariffs and other publications which affect 
the Transportation of property or nersons 

1. Handling of matters at border points of export (not ports of embarkation) 
pertaining to shipments for which the Department of the Army has shipping 
responsibility. For shipments through outports see SR 55-75-5. 

v. Reports of Survey (NME Form 200 

w. War rationing functions 

r. Purchase and issue of civilian outer clothing for enlisted men and women 
discharged other than honorably 

8. Other functions.—a. Public information. 

bh. Troop information and education programs, except at service schools. 

c. Liaison with United States Public Health Service. 

d. Finance Department functions, except at the Army Finance Center and 
Finance Offices, U. S. Army, including the disbursing and collecting of public 
funds. 

e. Audit of nonappropriated funds. 

f, Inspeetor general functions, to include, unless otherwise specifically excepted 
by the Department of the Army upon recommendation of the Inspector General 

(1) Annual general inspections. 

2) Conduct of such investigations and special inspections (including those 
records of disbursing officers’ accounts required by regulations) as are 
directed or requested. 

3) Insuring all personnel the opportunity to present their individual 
grievances to an inspector general or officer designated to act as such. 

(4) Inspection of records administration functions. 


Section ITI 
EMERGENCIES AND DISASTERS 
9. Use of troops from Class II installations.—In the event of an emergency or 


disaster in which the use of Federal troops is authorized by Army Regulations, 
the Army Commander in the area concerned is authorized to call upon com- 
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manders of Class Il installations in his Army area for such assistance as he deems 
necessary and practicable. The commanders of these Class II installations will 
submit to the appropriate Army Commander, on request, troop availability lists 
indicating the troop units, to include provisional units, that can be made avail- 
able for use during an emergency or disaster. These troop units will pass to the 
control of the Army Commander automatically in the event of an emergeney or 
disaster. 

10. Additional troops from Class I installations.— Employment of troops from 
Class II installations over and above those made available under the provisions 
of paragraph 9 may be authorized by the Department of the Army, on request of 
the Army Commander. 

11. Imminent emergencies.—In the event of an emergency so imminent as to 
render it dangerous to await instructions from the Department of the Army, re- 
quested through the most expeditious means of communication available, all 
military personnel, supplies, and equipment in an Army Area and under control of 
agencies of the Department of the Army will pass to the control of the Army 
Commander concerned for use in the emergency. Prompt notification will be 
made to the Department of the Army of any emergency employment of such 
forces and resources. 

Secrion IV 


MILITARY DISTRICT OF WASHINGTON 


12. Special relationships.—The Commanding General, Military District of 
Washington reports to 

a. The Commanding General, Second Army, for plans and operations involving 
defense, domestic emergencies, and disasters, and for tactieal operation of the 
Organized Reserve Corps within the Military District of Washington and of the 
District of Columbia National Guard in accordance with detailed responsibilities 
established by the Department of the Army. 

b. The Department of the Army on all other matters. 

{AG 020 (11 Apr 50)] 


By ORDER OF THE SECRETARY OF THE ARMY: 


OFFICIAL: J. LAWTON COLLINS, 


KDWARD F. WITSELL Chief of Staff, United States Army. 
Major General, USA 
The Adjutant General 
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Senator Humpurey. | believe we are to now hear from Rear 
Admiral Brown, Captain Gilmore, and Captain Ever of the Navy 
Bureau of Medicine and Surgery. 


STATEMENTS OF REAR ADM. CLARENCE J. BROWN, MC, USN, 
ASSISTANT CHIEF OF THE BUREAU OF MEDICINE AND 
SURGERY; CAPT. FRANK P. GILMORE, MC, USN, COMPTROLLER, 
BUREAU OF MEDICINE AND SURGERY; AND CAPT. ALFRED W. 
EYER, MC, USN, DIRECTOR, PLANNING DIVISION, BUREAU OF 
MEDICINE AND SURGERY 


Admiral Brown. Mr. Chairman, I am Rear Adm. Clarence J. 
Brown, Chief of the Bureau of Medicine and Surgery, and I have with 
me Captain Frank P. Gilmere, Comptroller of the Bureau, and 
Captain Alfred W. Ever, Director of the Bureau’s Planning Division. 

The Surgeon General regrets, Mr. Chairman, that he could not be 
here in person today. He is out of town on official business. 

Senator Humpurey. We are very pleased that he had you come. 
And I want to apologize to you for keeping vou sitting all this time, 
but this is the way these hearings develop. 

Admiral Brown. It has been a pleasure. 

Senator Humpurey. We appreciate your coming to help us. 

If the gentlemen from the Army want to leave, we are perfectly 
willing to have you do so, or if you would like to stay we shall be glad 
to have you do that. 

Colonel McGinony. We would like to stay, sir, thank you. 

Admiral Brown. I have a very brief ststement, Mr. Chairman, 
drawn up according to the lines suggested by Mr. Coburn in his letter 
to the Surgeon General, which I would like to read with your per- 
mission. |] have a chart to illustrate some of the points I should like 
to make. 

The basic organization of the Navy Department is established by 
statute. The Bureaus of Yards and Docks, Naval Personnel, Ord- 
nance, Supplies and Accounts, Medicine and Surgery, Aeronautics, 
and Ships were created by section 419 of the Revised Statutes and 
subsequent amendments (5 U.S. C. 429). This section of the code 
in creating the bureaus provided “* * * that the business of the 
Department of the Navy shall be distributed in such manner as the 
Secretary of the Navy shall judge to be expedient and proper among 
the * * *” bureaus mentioned. 

Section 420 of the Revised Statutes (5 U.S. C. 430) provided that 
the duties of the bureaus should be performed under the authority of 
the Secretary of the Navy and that their orders should be considered 
as emanating from him and have full force and effect as such. As a 
result of these acts of Congress, the Secretary of the Navy has con- 
siderable latitude in the allocation of the business of the Navy De- 
partment among the statutory entities of that organization. Pursuant 
to this authority, the Secretary has charged the several bureaus with 
specific duties which have been outlined in the organization of the 
Navy Department and which appear most recently in volume 14, 
No. 110 of the Federal Register of June 1949. 

The Chief of the Bureau of Medicine and Surgery was provided for in 
section 426 of the Revised Statutes (5 U.S. C. 438) and was given the 
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title of ‘“‘Surgeon General” under section 1471 of the revised statutes 
(5 U.S. C. 440). 

Following the basic statutes, the relationship of the Bureau of 
Medicine and Surgery to the Secretary of the Navy, his civilian 
assistants, the Chief of Naval Operations, and to the oth 7: bureaus 
and offices of the Navy Department, is governed primarily by regula- 
tion. General Order No. 5 of the Navy Department of February 10, 
1947, and the organization of the Navy Department appearing in the 
Federal Registe r mentioned above, as well as the N: avy Regulations of 
1948 outlined the functions and aera of the several bureaus. 

[It should be noted that aside from the basic statutory enactments 
the functions and responsibilities are determined by our Secretary 
by his own administrative action. A recent exercise of this authority 
concerns the control of medical-supply operations. The functions 
of inventory control, procurement, storage, and distribution of 
medical an id dent: al sup plies are in the process of being transferred 
from the Bureau of Medicine and Surgery to the Bureau of Supplies 
and Accounts. Leaving the statutory and basie foundation of our 
organization, I wish to explain the routine relationships between the 
Bureau of Medicine and Surgery and the other bureaus and offices of 
the Navy Department. 

As shown on this chart reflecting the organization of the Department 
of the Navy, the Secretary of the Navy administers his supervision 
of all naval matters through the Chief of Naval Operations, the civilian 
executive assistants, and the technical bureaus. 

The civilian assistants provide the business administration of the 
Department and supervise the producer logistics and support of the 
Navy. The Chief of Naval Operations provides the planning, com- 
mand, and consumer logistics for support of the Navy. 

The technical bureaus have separately delineated responsibilities. 
The Chief of the Bureau of Medicine and Surgery is a_ technical 
assistant to the Secretary of the Navy and to the Chief of Naval 
Operations. He is responsible to the Chief of Naval Operations for 
direct medical support of the operating forces and to the Executive 
Office of the Secretary for all business matters. 

We have on this next chart extracted the organizational relation- 
ships as they refer to this Bureau. 

| would like to apologize for this chart. It was only made vester- 
day, and that pincers motif does not tlustrate : anything in particular. 
We do not feel in that position. 

Senator Hin. | thought the pincers was a very popular military 
and naval movement, provided you put the pincers on the other 
fellow. 

Admiral Brown. We may note here that the Surgeon General has 
direct access to the Secretary of the Navy in all matters concerning 
the over-all health of the Navy and the performance of the Medical 
Department. 

We may here consider the Secretary's left arm as being the Executive 
Office of the Secretary whose task is essentially business administra- 
tion. This office performs such duties as reviewing the organization 
and utilization of facilities and material, coordinating civilian per- 
sonnel administration, supervising the procurement and production of 
medical material, and correlating medical and dental research. 
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The right arm of the Secretary, figuratively, is the Chief of Naval 
Operations or the Naval Command Staff, whose primary mission is to 
command the fleet and other naval operating and supporting forces. 
This office coordinates and approves medical plans both for wartime 
and peacetime. ‘This office also approves our personnel requirements 
and logistic requirements as well as approving the need for hospitals, 
hospital ships, and other medical installations in accordance with 
strategic and tactical requirements. 

The basic functions of the Bureau of Medicine and Surgery are 
the development of Medical Department plans and policies and the 
direction of the organization and operation of medical and dental 
activities. This Bureau at present plans the detailed and dental 
material requirements for procurement, storage, and distribution. 
Other functions are the administration of military and civilian person- 
nel, the direction and coordination of medical and dental research, 
the establishment of professional standards and the prevention and 
control of disease. 

The Surgeon General is charged with the over-all supervision, 
direction, and coordination of all administrative and professional 
functions of the Bureau of Medicine and Surgery and throughout the 
activities of the Medical Department ashore and afloat. 

Throughout the Navy Department command responsibility is 
divided into four components: 

Military command is the authoritative direction exercised over 
activities of the Naval Establishment in military matters together 
with the power to exercise authoritative direction in all matters 
when circumstances dictate. 

Coordination control is that necessary direction of separate units 
of the Naval Establishment to insure adequately integrated relation- 
ships between all of these units. 

Management control is the direction exercised in other than military 
matters, by an authority of the Naval Establishment over a unit of 
the naval shore establishment in the administration of its local operat- 
ing functions. 

Technical control is the specialized or professional guidance and 
direction exercised by an authority of the Naval Establishment in 
technical matters. 

In routine day-to-day business the most important elements of 
the above-mentioned command components are those of management 
control and technical control. This Bureau has management control 
and hence financial responsibility for all of its hospitals, Medical 
Department schools, the majority of its research activities and the 
medical supply depots. 

This Bureau has technical control over medical and dental material 
and procedures Navy-wide. In medical facilities under the manage- 
ment control of other bureaus, this Bureau provides technical advice 
on requirements as to size, equipment, staff, and operation of these 
facilities. 

The next chart portrays the principal activities of the Medical 
Department to show the variation in this Bureau’s control over such 
activities. The upper row of blocks are all those activities over which 
this Bureau exercises both management and technical control, includ- 
ing a medical center, all naval hospitals, United States naval dis- 
pensaries, and dental clinics, supply depots, and a medical material 
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office, medical research units, technical schools, and a naval medical 
unit. 

Senator Hiti. That is the personnel in your different medical 
units? Is that it? 

Admiral Brown. Yes. 

Captain GitmMore. May I make an addendum to that, Senator Hill? 
There is at present only one medical unit. That is the naval medical 
unit at Tripler in Pearl Harbor. There used to be several other naval 
medical units, and the number has gone up and down, such as that, 
for example, at Warm Springs, Ga. 

Admiral Brown. In the lower row of blocks we have listed those 
activities over which our Bureau has only technical control, and these 
include medical and dental installations afloat, dispensaries and 
infirmaries at various shore activities, and advanced base medical and 
dental components. 

We look to other bureaus for maintenance and upkeep of the 
medical activities under their management control and we also turn 
to these bureaus for assistance on matters that come within their 
cognizance such as: 

The Judge Advocate General renders legal decisions. 

The Bureau of Aeronautics provides some transportation of patients 
by air. 

The Bureau of Ships provides construction of hospital ships and 
planning of sick bays abroad other ships 

Senator Humpurey. May we just interrupt there? In that in- 
stance, would your Medical Bureau be able to outline the plans and 
the designs and have some coordinating function? 

Admiral Brown. Yes, sir; we determine the functional lay-out of 
our hospitals, and in close cooperation with the Bureau of Yards and 
Docks the detailed plans are developed. That coope ration is very 
close with individuals that have had long experience in hospital 
construction. 

Senator HumpHrey. Do you have to give your final approval 
plans? 

Admiral Brown. Yes, sir. 

That includes hospital ships, Mr. Chairman. 

Senator Hiiu. It includes hospital ships? 

Admiral Brown. Yes, sir. 

The Bureau of Naval Personnel issues orders to medical personnel 
upon nomination by the Bureau of Medicine and Surgery. 

The Bureau of Supplies and Accounts provides commissary supplies 
and disbursing services at our facilities; and 

The Bureau of Yards and Docks provides construction. 

In brief, under the supervision of the Chief of Naval Operations 
and the Secretary of the Navy we manage our own hospitals, schools, 
and such other activities as come under our management control. 
We control the personnel of the five corps comprising the Medical 
Department. We budget for and administer funds to provide all the 
operating expenses of our management control activities except for 
military pay and subsistence and throughout the Navy we budget 
for and provide funds for technical medical and dental supplies, equip- 
ment, and services. Iam appending to this statement, Mr. Chairman, 
a copy of General Order No. 5 of the Navy Department mentioned 
above and photostatic copies of the charts which have been shown to 
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you. We shall be pleased to try to answer any questions which you 
may have to further clarify the situation as you may desire. 

Senator Humpurey. You have heard the testimony of the other 
witnesses prior to your testimony? 

Admiral Brown. Yes. 

Senator Humpurey. And you know what our problem is. What 
we are primarily concerned with is administrative organization. So 
we will give you the same questions, more or less, that have been asked 
thus far. 

We have already suggested to you the problem of construction, 
both of your base hospitals and your hospital ships; and you have 
answered that the professional medical staff and your advisers and 
consultants make final approval or give the final O. K. to any con- 
struction. That is correct, is it not? 

Admiral Brown. Yes, sir. That is correct. 

Senator Humpnurey. In reference to your commissary and your 
supply, insofar as supplies and materials are concerned for the opera- 
tion, say, of a naval medical hospital, does vour local hospital director 
have authority there insofar as the use of those supplies and the 
procurement and the requisitioning of them are concerned? 

Admiral Brown. Entirely so. 

Senator Humpurey. Do you know of any instances where, say, the 
Chief of Naval Operations has interceded in medical matters, like the 
operation of a hospital, directly? 

Admiral Brown. I never have, in my experience, Mr. Chairman. 

Senator Humpnrey. Would the procedure be, in case there was 
some justifiable re or some reasonable readjustment to be 
made, that the Chief of Naval Operations would consult with the 
Chief of the Bureau of Medicine and Surgery? Would that be the 
way it would work? Or would the Naval Operations Chief go directly 
to a hospital unit? 

Admiral Brown. The Naval Operations Unit would communicate 
through the Surgeon General. 

Senator Humpurey. And orders would be signed in the name of the 
Chief of the Medical Bureau? 

Admiral Brown. Yes, sir. That is correct. 

Senator Humpurey. And in the utilization of personnel, let us 
say the cut-back of personnel, when your budget is reduced, would 
all of those cut-backs be made in the name of the Chief of Naval 
Operations? Or would they be made in the name of the Medical 
Service Director? 

Admiral Brown. The Medical Service Director, sir. 

Captain Gitmore. We receive, may I suggest, sir, our own budget 
and our own appropriation, and then we administer it ourselves 
entirely. 

Senator Humpnrey. That is, your own Bureau receives that? 

Captain Gitmore. Yes; the appropriation is entitled ‘Medical 
care, Navy.’’ We administer it in toto. 

Senator Humpurey. And you allot that on the basis of quarterly 
allotments, do you? 

Captain Gitmore. Annual allotments, but with quarterly divisions. 

Senator Humpnurey. I see. Do you permit any flexibility on the 
operation, let us say, like out here at Bethesda Naval Hospital? 
What is the rank of the person in charge there? 
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Captain Gitmore. Rear admiral, sir. 

Senator Humpurey. Does the rear admiral there in charge at the 
hospital have any authority as to the allocation of these funds in the 
operation of that hospital? 

Captain Gitmore. Distinctly so, sir. First, our funds are let out 
to them under what are called programs. ‘Those are broad pro- 
grams. As an example, research in a naval hospital, or dental care 
in a naval hospital. Within each of those programs, for which he 
has an allotment card, he has full leeway to shift between any of the 
objects of expenditure. 

Example: If he felt he wanted a little bit more in the line of supplies, 
he could maybe do with one less grass cutter, and then buy his sup- 
plies with those funds that he would thereby save. 

Senator Humpurey. Let us say that he had money for maintenance 
of the Bethesda Naval Hospital, and yet he found that because of a 
sudden increase in the intake of patients he needed a few more nurses. 
Would he be able to make such adjustment? 

Captain Gitmore. Yes, sir. He comes into the Bureau of Medicine 
and Surgery when it comes to nurses, because they are professional 
personnel. 

Senator Humpurey. Yes. 

Captain Gitmorr. When it is nonprofessional personnel, he can 
hire them himself within his ceiling, which is controlled entirely by 
Chief of Bureau men. 

Senator Humpurey. Well, I think I have a pretty good picture of 
your organizational establishment. Now, you have heard the refer- 
ence to this joint procurement of medical supplies. Does that seem 
to work well for vou? 

Captain Giumore. Very definitely so, sir. That has been running 
since December of 1945, sir. And we believe it is a good operation. 

Senator Humpurey. Would you be now prepared to make any 
comment as to whether or not the Veterans’ Administration medical 
hospital service could be a participant in such joint procurement? 

Captain Gitmore. I would suggest, subject to Admiral brown’s 
concurrence, that | do not think it would be the best operation, for 
the simple reason that both have entirely different missions, different 
functions, ours being one of preparedness and maintaining a backbone 
of critically needed items from which you can expand, and theirs being 
rather a steady business the vear around. 1 would think also, sir, 
that if we took in the VA medical ae business, being, as we 
are, you might say, peanuts, comparea to their program, | would 
believe that there would be danger of our being swallowed by the 
larger program, and thus losing our responsiveness to command, 
which we must retain. 

Senator Humpurey. Thank vou. 

Senator Hill? 

Senator Hitt. No questions. 1 just want to join in the apprecia- 
tion which you have expressed to all of these witnesses, including our 
friends of the Navy, for the very fine and helpful information which 
they have brought us. 

Senator Humpurey. It has been very helpful. We waited until 
the end to have the representatives of the services come in, because 
we have had so much testimony as to the immediate problems and 
the practical operating problems in the Veterans’ Administration. 


’ 
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This gives us a chance to see what long-established agencies and instru- 

mentalities of Government have been able to do in this medical 
program. 

By the way, do you have teaching services? 

Captain Giumore. Oh, yes. 

Senator Humpnrey. And do you have clinical research? 

Captain Giumore. Yes. 

Senator Humpwrey. Do you have anything that resembles what is 
known as the deans’ committee operation in the VA? 

Admiral Brown. No, sir; we don’t have anything that compares 
with that. We do have a board of honorary consultants and a board 
of reserve consultants to the Surgeon General, but they do not function 
in the same manner. We also have consultants in our various teach- 
ing hospitals from the neighboring cities and medical schools, who take 
part in the teaching program. 

Senator Humpurey. By the way, vou heard me mention these 
special services, like recreation activities, and so forth. 

Are those special services, rehabilitation services and any other kind 
of special services, where there is a hospital, like out here at Bethesda 
Naval Hospital, under the command or under the direction of your 
hospital manager, in this instance the rear admiral? 

Admiral Brown. ¢ ‘ompletely so; yes, sir. 

Senator Humpurey. No outside force can come in and set up a sort 
of an autonomous operation on that base? 

Admiral Brown. Impossible, sir. 

Captain Gitmorse. There is no command within a command, 
except under the Chief of penne men. I mean the center has under 
it a naval medical school, a naval dental school, a naval hospital, a 
school of hospital uitlouan ation, and a naval medical research insti- 
tute, but they are all under Chief of Bureau men. 

Senator Humpnrey. Thank you very much. 

We again want to apologize for keeping you waiting so long. 

(The supplementary material filed by Admiral Brown is as follows:) 


GENERAL ORDER) NAVY DEPARTMENT, 
No. 5 ) Wasuinaton, D. C., 10 Feb. 1947. 


POLICIES AND PRINCIPLES GOVERNING THE DISTRIBUTION OF AUTHORITY AND 
RESPONSIBILITY FOR THE ADMINISTRATION OF THE NAVAL ESTABLISHMENT 


DEFINITIONS 


1. The Naval Establishment consists of three principal parts: 

(a) The Operating Forces are the several fleets, seagoing forces, sea frontier 
forces, district forces, and such of the shore establishment of the Navy and other 
forces and activities as may be assigned to the operating forces by the President 
or Secretary of the Navy. 

(b) The Navy Depariment, the executive part of the Naval Establishment 
located at the seat of the government, which comprises the bureaus, boards and 
offices of the Navy Department; the Headquarters of the Marine Corps; and the 
Headquarters of the Coast Guard (when assigned to the Navy). 

(c) The Shore Establishment, which comprises all other activities of the Naval 
Establishment including all shore activities not assigned to the Operating Forces. 

2. It is fundamental naval policy to—‘‘maintain the Navy as a thoroughly 
integrated entity in sufficient strength on the sea and in the air to uphold, in con- 
junction with our other Armed Forces, our national policies and interests, to 
support our commerce and our international obligations, and to guard the United 
States including its overseas possessions and dependencies.”’ The effectuation of 
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this policy imposes upon the administration of the Naval Establishment four 
principal tasks: 

(a) First, to interpret, apply and uphold the national policies and interests in 
the development and use of the Naval Establishment. This task may be de- 
scribed as the ‘‘policy control’ of the Naval Establishment. 

(b) Second, to command the Operating Forces, and to maintain them in a state 
of readiness to conduct war; and to promulgate to the Naval Establishment 
directives embracing matters of operations, security, intelligence, discipline, naval 
communications, and similar matters of naval administration. This task may be 
described as the ‘‘naval command” of the Naval Establishment. 

(c) Third, to coordinate and direct the effort of the Navy Department and the 
Shore Establishment in order to assure the development, procurement, produc- 
tion and distribution of material, facilities and personnel to the Operating Forces. 
This task may be described as the “logistics administration and control’ of the 
Naval Establishment. 

(d) Fourth, to develop and maintain efficiency and economy in the operation 
of the Naval Establishment with particular regard to matters of organization, 
staffing, administrative procedures, the utilization of personnel, materials and 
facilities, and the budgeting and expenditure of funds. This task may be de- 
scribed as the “business administration” of the Naval Establishment. 

3. The executive administration of the Naval Establishment as prescribed by 
law, executive order or directive, consists of: 

(a) The Secretary of the Navy, who is responsible directly to the President for the 
supervision of all naval matters. 

(b) The Civilian Executive Assistants to the Secretary (the Under Secretary, the 
Assistant Secretary,.the Assistant Secretary for Air and the Administrative 
Assistant to the Secretary) who perform such duties as prescribed by the Secretary 
or as required by law. 

(c) The Naval Professional Assistants to the Secretary, who comprise: 

(1) The Naval Command Assistant (The Chief of Naval Operations) who is 
responsible under the Secretary of the Navy (a) for the command and administra- 
tion of the Operating Forces; (b) for the preparation, readiness and logistic 
support of the Operating Forces; and (c) for the coordination and direction of 
effort to this end of the bureaus and offices of the Navy Department. 

(2) The Naval Technical Assistants (The Chiefs of Bureaus; the Chief of Naval 
Research; the Chief of the Material Division; the Judge Advocate General; the 
Commandant, Marine Corps; and the Commandant, Coast Guard (when assigned 
to the Navy)), who are directly responsible for the discharge of all the duties 
assigned to their respective organizations, and are the technical advisers and 
assistants, in their special fields, to the Secretary, the Civilian Executive Assist- 
ants, and the Chief of Naval Operations. 

1. The four principal tasks of the executive administration of the Naval 
Establishment (defined in paragraph 2) will be divided, in accordance with law 
and executive orders, among the Secretary, his Civilian Executive Assistants and 
his Naval Professional Assistants as set forth in the following paragraphs. 


PRIMARY DUTIES OF THE SECRETARY OF THE NAVY 


5. The Secretary of the Navy is responsible directly to the President for the 
supervision of all naval matters. In the discharge fo this broad responsibility: 

(a) He will maintain direct and complete ‘“‘policv control’ of the Naval Estab- 
lishment (see paragraph 2a above), but will, as fully as practicable. exercise such 
‘“nolicy control” through his Civilian Executive Assistants and his Naval Pro- 
fessional Assistants. 

(b) He will delegate nonpolicy duties to these Assistants. He will, however, 
maintain under his immediate supervision and direction those activities of the 
Navy Department which involve vital relationships with principal governmental 
officials and the public. 

(c) As head of the Naval Establishment he shall be the principal morale officer 
and shall direct such effort as is necessary to promote the welfare of the officers 
and enlisted men and to maitain the morale of all members of the Navy at the 
highest level. 

(d) He will be supported by such councils of advisers and such staff of personal 
assistants as required to keep him currently informed of the condition and per- 
formance of all parts of the Naval Establishment. 

(c) He will reserve the right of direct communication with any principal 
official of the Navy Department, the Shore Establishment, and Operating Forces. 





360 MEDICAL CARE FOR VETERANS 


(f) He willrecommend to the President the appointment, removal, or reassign- 
ment of the incumbents of the legally constituted positions of the Naval Estab- 
lishment; and will in his own discretion control the selection and assignment of 
all other principal naval officials. 


DUTIES OF THE CIVILIAN EXECUTIVE ASSISTANTS 


6. It will be the policy of the Secretary to assign the following duties, in accord- 
ance with law and executive orders, to his Civilian Executive Assistants: 

a) Responsibility for assuring that the ‘‘business administration” of the 
bureaus, boards, and offices of the Navy Department is properly administered. 
As determined by the Secretary, each such bureau, board, and office will report 
to the Secretary or one of his Civilian Executive Assistants and shall be subject 
to his general supervision for all matters affecting economy and efficiency of 
operation. including organization, staffing, administrative (nonmilitary) pro- 
cedures, the utilization of personnel, materials, and facilities; and the budgeting 
and expenditure of funds, 

(6) Responsibilitv for assuring that the “business administration’? of com- 
ponent activities of the Shore Establishment is properly administered by the 
cognizant bureaus and offices of the Navy Department. 

( fesponsibility for collaborating with and assisting the Chief of Naval 
Operations in evaluating and improving the ‘“‘business administration’’ of the 
Operating Forces 

d) Responsibility for that portion of the “logistics administration and control’’ 
of the Naval Establishment which embraces: 

1) The promulgation of policies and general procedures governing the activi- 
ties of the Navy Department and the Shore Establishment with respect to: (a) 
the procurement and production of matériel and facilities; (b) the determination 
of stock levels and replenishment requirements in collaboration with the Chief of 
Naval Operations, and the administration of inventory control systems; (c) the 
correlation and programing of research, experimental, test and developmental 
activities; (d) the procurement and administration of personnel. 

(2) The review and evaluation of the compliance of the bureaus and offices and 
of the Shore Establishment with such policies and procedures, (paragraph d (1) 
above) and the issuance of such orders as required to assure compliance therewith. 

3) Collaboration with the Chief of Naval Operations in reconciling difficulties 
encountered in meeting the requirements of the Operating Forces due to scarcity 
of funds, materials, products, facilities or personnel. 

1) Representation of the Navy’s procurement requirements before other gov- 
ernmental agencies controlling the availability of products, materials, and facili- 
ties 

e) Responsibility for assuring that the conduct of the Naval Establishment is 
in accordance with law, statute, and executive order; the correlation, preparation, 
and presentation of legislation as may be required for the improvement of effec- 
tiveness and efficiency and the utilization of the best legal practices with regard 
to matters of contract, taxation, real estate, ete. * * * 

Responsibility for supervision of boards created by law or executive order 
requiring action by the Secretary on matters of promotion, retirement, honors, 
and the like involving Naval Personnel. 

(g) The division of duties and responsibilities among the Civilian Executive 
Assistants will be preseribed in directives from the Secretary of the Navy. 


DUTIES OF THE NAVAL PROFESSIONAL ASSISTANTS 


7. It will be the poliey of the Secretary to assign the following duties, in accord- 
ance with law and executive orders, to the Chief of Naval Operations: 

(a) Responsibility for the “naval command” of the Naval Establishment which 
responsibility embraces: 

(1) Command of the Operating Forces. 

(2) The functions of principal naval adviser to the President and the Secretary 
on the conduct of war, and the function of principal naval adviser and naval 
executive to the Seeretary of the Navy on the conduct of the activities of the 
Naval Establishment. 

(3) The promulgation to the bureaus, boards and offices of the Navy Depart- 
ment and to the Shore Establishment of such directives as he deems necessary 
with respect to matters of operations, security, intelligence, communications, 
naval personnel discipline and similar matters affecting the naval maintenance 
and protection of the Naval Establishment. 
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(6) Responsibility for that portion of the ‘logistics administration and control”’ 
of the Naval Establishment which embraces: 

(1) Planning and forecasting the needs of the Operating Forces for finished 
material, trained personnel and supporting services. 

(2) Issuing statements of these requirements—-in as broad terms as practicable 
of what is needed, when it is needed and where it is needed—to the bureaus and 
offices of the Navy Department and through them, to the Shore Establishment 
This responsibility shall encompass the determination of naval characteristies for 
matericl to be procured or developed, and the determination of the training and 
instruction required to fit naval personnel and commands for service with the 
Operating Forces 

3) Reviewing and evaluating the progress of the bureaus and offices and of the 
Shore Establishment in fulfilling the above requirements (paragraph b (1) and 
(2) above) and issuing such instruetions as required to assure compliance therewith 

(4) Collaborating with the Civilian Executive Assistants (@) in expediting ful 
fillment of these requirements; (6) in evaluating and strengthening the policies 
and procedures governing the determination of stock levels and replenishment 
requirements, and the administration of inventory control systems. 

&. The Naval Technical Assistants are responsible for the immediate supervision 
and direction of all of the work of their respective organizations in accordance 
with the orders and directives of the Secretary of the Navy, the Civilian Executive 
Assistants and the Chief of Naval Operations, as provided in paragraphs 5, 6, and 
7 above. In pursuance of the foregoing, these officials shall be immediately 
responsible within the limits of their respective cognizance, for: 

(a) The research in, and the development, procurement, production, utilization 
and distribution of, material and facilities. 

(b) The procurement, training, administration and assignment of personnel. 

(c) The operation of all activities under their cognizance. 

(d) The sound and legal expenditure of funds appropriated for the performance 
of their work, ineluding the preparation of estimates for funds required to carry 
out approved plans and directives. 

(e) Acting as technical advisers and assistants to the Secretary of the Navy, the 
Civilian Exeeutive Assistants and the Chief of Naval Operations in the formula- 
tion of policies and procedures governing the administration of the Naval Estab- 
lishment. 

FORRESTAL, 
Secretary of the Na 
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Senator Humpurey. Are there any questions? 

That will be all, then. Thank you. 

(Whereupon, at 12:30 p. m., the committee adjourned, subject to 
the call of the chair.) 





VETERANS’ ADMINISTRATION POLICY CONCERNING 
MEDICAL CARE FOR VETERANS 


THURSDAY, MAY 10, 1951 


SPECIAL SUBCOMMITTEE To INVESTIGATE 
VETERANS’ ADMINISTRATION Po.icies WITH 
Respect To HosprraL ADMINISTRATION OF THE 

CoMMITTEE ON Labor AND PusLic WELFARE, 
Unirep STATES SENATE, 
Washington, D.C. 

The subcommittee met at 10 a. m., pursuant to call, in the old 
Supreme Court room, the Capitol, Senator Hubert H. Humphrey, 
chairman of the subcommittee, presiding. 

Present: Senator Humphrey. 

Also present: William G. Reidy and Melvin W. Sneed, professional 
staff members. 

Senator Humpurey. We will have this morning the statement by 
General Carl R. Gray, Jr., Administrator of Veterans’ Affairs. We 
have with us also this morning Admiral Boone, who will participate in 
our interrogation and session here. 

You may proceed, General Gray, unless you want to make an 
introductory statement. 


STATEMENT OF GEN. CARL R. GRAY, JR., ADMINISTRATOR OF 
VETERANS’ AFFAIRS—Resumed; VICE ADMIRAL JOEL T. 
BOONE, CHIEF MEDICAL DIRECTOR, VETERANS’ ADMINISTRA- 
TION; AND RAY BLAND, OFFICE OF LEGISLATION, VETERANS’ 
ADMINISTRATION 


General Gray. I would like to make an introduction of the state- 
ment, sir. 

Mr. Chairman and members of the committee, it is my pleasure to 
present herewith my prepared statement which I would like to read so 
that it may appear in the record and at the same time I am delighted, 
if I have not covered any questions that you have in mind, to clarify 
any doubt in anybody’s mind as to the facts of these various matters, 
to, at the conclusion of my prepared document, answer any and all 
questions freely that you may propound to me. 

Senator Humpurey. Thank you very much. 

General Gray. When I appeared before this committee previously, 
I was told that vou were concerned only with the character of medical 
care and treatment being given veteran patients in our hospitals 
rather than with the details of organization. 

My testimony at that time was directed to the whole purpose of 
giving you the facts in regard to the character of treatment and 
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assuring vou that medical men in the Veterans’ Administration were 
given full authority in all medical matters, unhampered by lay 
supervision. 

I had no desire to in any way criticize any individual for any 
failure to give the Administrator full cooperation, but to state the 
facts clearly in a manner that would encourage the better practice of 
medicine, maintain high morale and mutual confidence among those 
assigned to the service of sick and disabled veterans. Confidence and 
high morale are essential to the suecess of the program authorized by 
the Congress. 

Those detractors who loudly profess to have only the interests of sick 
and disabled veterans at heart and who have attempted to discredit the 
Administrator, tend, by their very attitudes on management, to break 
down the thing they claim to be espousing. 

It is still my belief that the committee is principally interested in 
finding out whether the Veterans’ Administration is carrying out its 
mission and the intent of Congress by providing the best possible 
medical care for sick and disabled veterans. 

\gain | want to assure the committee that veteran patients in 
Veterans’ Administration hospitals are receiving the best possible 
medical care. 

I want now to emnvhasize what I previously testified—that if at anv 
time the Chief Medical Director or the Administrator’s Medical 
Advisory Committee indicates it has become necessary for me as 
(dministrator to make a choice between lowering the quality of 
medical care and lessening the number of veterans who can be cared 
for, my choice and my decision will be in favor of upholding the 
quality of medicine and making it available to a fewer number of 
veterans, as deplorable as it would be to have circumstances force us to 
withhold from disabled veterans hospital benefits to which they are 
eligible. In the best interest of the veterans themselves, I will never 
be party to lowering the quality of medical care in Veterans’ Adminis- 
tration hospitals. 

| am sure the committee understands also that no service-connected 
disability case is denied immediate and continuing medical care and 
hospitalization, nor will there ever be any such denials so long as 1 am 
Administrator of Veterans Affairs. 

It has been charged that I, as a layman, have interfered with the 
practice of medicine. If by that phrase those who criticize me say 
that I have attempted to dictate on matters affecting the relationship 
between the physician and the patient, or the professional relation- 
ships between physicians, I have never interfered with the practice of 
medicine and categorically deny the charge. 

It is my job to see that the affairs of veterans are properly ad- 
ministered and when I have founa medical men resorting to ex- 
travagances or to practices which were administratively bad and which 
were unrelated to the care of patients, or when any medical men have 
attempted to take over administrative functions delegated to the 
Administrator by the Congress and the President, I have stepped in 
and exercised my duty to correct this condition. 

That is what | conceive to be my job as set up by the Congress and 
approved by the President. 

Today, as upon my previous appearance before this committee, 1 am 
hopeful that we may avoid any discussion of personalities and keep our 
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consideration on the plane of service to veterans. But I cannot ignore 
specifics that have been leveled at me by gentlemen who have ap- 
peared before this committee, nor can I ignore particulars contained 
in the letter from the committee asking that | appear before it this 
morning. 

The Veterans’ Administration was established as an integrated 
agency in 1930, following the pattern set by the recommendations of 
the Dawes Committee in 1921. The reason for this was that prior 
to 1921 the various functions consolidated in the VA had been per- 
formed by separate agencies. This system had proved itself a failure 
and had collapsed of its own weight. 

The Veterans’ Administration is not a Department of Medicine 
and Surgery. It is not a Department of Insurance or a Department 
of Vocational Rehabilitation and Education or a Department of 
Pensions and Claims. It is a whole in which each and all of these, 
as well as other departments, are contained. It is my job to see that 
all function smoothly together to make a harmonious whole. It is 
my job to see that they function economically and efficiently in the 
service of the veterans of our Nation. 

When the parts do not work in this way to make a whole, it is my 
job to step in and see that they do. 

To this end, no man is indispensable, no man is so important that 
he may be allowed to interfere with the function of the whole, regard- 
less of personalities. 

At any time any man attempts to emphasize the part as being of 
more importance than the whole it is my job to make every effort to 
get him back in line and failing this to replace him with a man who 
has the breadth of vision to encompass the entire problem and to 
appreciate the importance of each facet in keeping the whole. 

Vice Admiral Boone, Chief Medical Director of the Veterans’ 
Administration, is here today. I am gratified that you have invited 
him to testify before this committee as to the authority and respon- 
sibility with which he is vested. 

As the Chief Medical Director he is responsible for the over-all 
operation of the entire Department of Medicine and Surgery and, 
through him, each hospital and domiciliary manager is responsible 
for the entire coordination and over-all operation of the facility within 
his charge. He has now been in office more than 2 months and has 
had an opportunity to study the operation of his department and its 
relationship to other activities in the Administration, both from the 
central office in Washington and on an extended field trip with me on 
which he visited and appraised all types of Veterans’ Administration 
installations. I am confident that he will confirm my opinion that 
he has been clothed with authority fully commensurate with his 
responsibility. Basically, the authority he has is identical with that 
of his predecessor. 

Service to veterans is the all-important function of the Veterans’ 
Administration. It must be effective, efficient, and coordinated. It 
can only be so with a smoothly operating over-all organization. 
Anything that interferes with service to veterans, destroys the very 
purpose of the Veterans’ Administration. Personal ambition or 
departmental ambition cannot be allowed to curtail service, nor can 
they be permitted to interfere with the function of the Veterans’ 
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Administration as a unified and efficient whole in which every part is 
related to and dependent upon every other part. 

That, gentlemen, is my concept of the job to which the President 
nominated me and you confirmed more than 3 years ago. 

As to the specifics about which you question me in your letter, I 
have prepared a complete and detailed reply for presentation to this 
committee. 

CHARGE | 


At the local level, the hospital manager, and at the Washington level, the Chief 
Medical Director, do not have sufficient authority to enable them to control all 
the operations which affect the care of patients in VA hospitals. Similarly, 
hospital managers and the Chief Medical Director do not have sufficient authority 
to assure us that they have a proper and reasonable voice in policy decisions 
affecting the care of patients. 

Answer to charge I: This charge convinces me that the committee 
has received statements from individuals who either do not know 
whereof they speak, or who would deliberately mislead the committee 
in order to cause alarm and concern and thereby achieve their own 
purposes. 

The sole purpose of operating Veterans’ Administration hospitals 
is the care and treatment of patients which is the duty of personnel 
of the Department of Medicine and Surgery. All other personnel in 
hospitals are there for the purpose of supple menting and assisting the 
Department of Medicine and Surgery in carrying out its duty. 

The managers of hospitals are responsible to the Administrator 
through the Chief Medical Director for over-all operations in the 137 
separate hospitals, 13 hospital-bomes, and 3 domiciliary centers of 
the Veterans’ Administration. The supporting services necessary to 
operation of a hospital are supervised in connection with technical 
matters by the various Assistant Administrators particularly con- 
cerned with such matters. These supporting services include such 
“housekeeping” activities as accounting, personnel administration, 
fire protection, operation of laundries, and such matters. Many of 
our hospitals have extensive grounds, and in some cases, farming 
and dairying operations for therapeutic purposes. Engineering divi- 
sions in the hospitals operate utility systems, laundries, fire- fighting 
equipment, heavy duty mechanical equipme nt, and automotive equip- 
ment. I see no reason why the Chief Medical Director should be 
burdened with the responsibility for these activities and I have 
continued to hold the appropriate Assistant Administrators responsible 
for them—as did my predecessor. 

The manager of a hospital is responsible for the coordination and 
supervision of the operation of the hospital as an entity. He sees to 
it that approved policies, regulations, and procedures are carried out. 
His operations are revie wed periodically by representatives of the 
Chief Medical Director and, where technical matters solely under the 
jurisdiction of particular Assistant Administrators are concerned, by 
representatives of the Assistant Administrators. These field super- 
visors are under orders to work through the managers and to avoid 
any action which might possibly be construed as interference with the 
manager’s authority. 

There may be direct communication between central office and 
subordinates of the hospital manager on routine matters of technical 
operations. If any matter of any importance is to be communicated 
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to a hospital, it is communicated to the manager and not to any 
subordinate. Instructions which establish or change procedures, 
regulations, or policy, are communicated to the hospital managers 
over my sighature or that of the Deputy Administrator acting for 
me by direction. When these are more than minor changes of 
administrative routine, they are initiated by or have been concurred 
in by the Chief Medical Director before they are issued. 

Whenever a hospital manager believes that some administrative 
procedure in the auxiliary services is interfering with the efficient 
operation of his hospital, he is expected to bring it to attention. 
Normally, he would do this by communicating with the Assistant 
Administrator. If he does not get satisfaction that way, he takes the 
matter up with me through the Chief Medical Director. 

During the more than 3 years that I have been Administrator of 
Veterans’ Affairs, I have visited all Veterans’ Administration in- 
stallations, except three, in the continental United States. This 
has taken a great amount of my time, day and night, Sundays and 
holidays. There are those who criticize me for this but I am the one 
who is vested with the duties and responsibilities of the Office of the 
Administrator of Veterans’ Affairs. 

As a result of the time spent in these installations, I have first-hand 
information concerning each office and hospital and know whereof 
I speak. I have made it a point to discuss operations in detail with 
the manager whenever I have visited a station. Many of the mana- 
gers have had ideas, suggestions, and recommendations for improving 
local conditions, but the number of them who have complained of 
limited authority or sought greater autonomy has been negligible. 
Whenever complaints have been received they have been taken up 
with the responsible official, studied carefully, and a determination 
made. The only request of this kind I recall which involves basic 
authority was received from the manager of the Alaska office when 
I was in Seattle in mid-April. His request, which was based on the 
unique conditions existing in his office, is now under study and 
determination will be reached. 

1 think it is fair to state that, in general, our hospital managers 
recognize the necessity and adv isability of the controls and restrictions 
which are placed on their over-all authority and that they stem from 
provisions of the statutes, sound administrative practice, and the 
need for uniform treatment of patients wherever hospitalized. 

Certain specifications are contained in charge I which will be 
quoted and answered in their order: 


1. The hospital manager has no authority to effect transfer of funds from one 
category to another within the hospital budget. Consequently, in an emergency 
situation, and even though excess funds may exist in one or more budget cate- 
gories, the hospital manager cannot transfer any such excess funds to meet an 
emergency need in another category. Apparently, he must instead go through 
an extremely involved procedure asking the central office for an additional 
allotment for the deficit category. 


In order to comply with the Sa ayes of the Anti-Deficiency Act 
and Budget Treasury Regulation No. 1, issued pursuant thereto, it 
was necessary to set up a system of pdiieaieraliee control of funds 
subject to approval of the Bureau of the Budget. The regulations 
covering this administrative control are contained in TB DB-9, 
Veterans’ Administration, and the opening paragraph pointing up 
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the legislative references and the purposes to be accomplished by the 
bulletin is quoted as follows 

Pursuant to the Anti-Defictoney Act (see. 3679 (g) Revise@ Statutes (31 
U.S. C. 665)) as amended by section 1211 of the General Appropriation Act, 1951 
(Publie Law 759, 8Ist Cong., approved September 6, 1950), these regulations are 
issued with the approval of the Director, Bureau of the Budget, to establish a 
system of administrative control to (A) restrict obligations or expenditures within 
each appropriation to the amounts apportioned or reapportioned for each time 
period, activity, function, projects, objects, or by any combination thereof as 
deemed appropriate by the Director, the Bureau of the Budget, (B) enable the 
Administrator to fix responsibility for the creation of any obligations or the 
making of any expenditure in excess of an apportionment or reapportionment, 
and (C) insure that the allottee of funds does not create obligations at a rate 
that will require additional allotments within the time period for which allotments 
are made. 

To accomplish the control contemplated by the above-referenced 
law and its implementation, certain restrictions have been placed on 
funds allotted to managers in order to control funds within the pur- 
poses for which the appropriation was made. Representative of the 
restrictions placed on hospitals are the allotments made for personal 
services, subsistence, equipment, beneficiary, and employee travel, 
for which specific amounts have been allocated from the annual 
appropriation. However, hospital managers or their designates are 
authorized to incur obligations to cover emergencies without refer- 
ence to central office where safety of human life, the protection of 
property, or other emergent situations are involved. In addition 
mapagers are permitted Lo recommend transfer for normal operations, 
which recommendations are processed promptly with telegraphic 
advice when requested. 

2. Central office control in the form of personnel ceilings have an effect on 
the hospital manager comparable to the budgetary controls that leave him with- 
out authority to increase personnel in categories where they are urgently needed, 
even though if he had sueh authoritv, he might often reduce the numbers of 
personnel employed in other categories or transfer ceiling positions, not even 
filled, from one category to another where the need is greater. 

The categories, or programs, for which ceilings are established at 
the ordinary Veterans’ Administration hospital may be classified into 
two groups, namely: Medical and administrative or nonmedical. 
Approximately 75 percent of the personnel at each hospital fall into 
the medical category, for which a single ceiling is established, within 
which the hospital manager has complete authority to distribute 
personnel and ceiling as he sees fit, without prior central office ap- 
proval. The administrative, or nonmedical group, embracing the 
remaining 25 percent, is broken down into individual ceilings for such 
activities as finance, personnel, supply, administrative services, 
engineering, and special services. Although the ceilings for these 
activities cannot be adjusted without prior central office approval, 
hospital managers have authority to detail personnel between the 
respective activities or categories for a period up to 120 days, which 
allows ample time for the manager to arrange for a permanent re- 
adjustment of the ceiling should this be necessary. 

Prior to March 1950, hospital managers exercised complete control 
over the distribution of personnel among the nonmedical, as well as 
the medical, categories or programs, at their respective stations 
except with regard to the number of employees engaged in personnel 
administration which was limited by law on a ratio basis. Under this 
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system, we found that in many instances nonmedical activities, such 
as special services, engineering, and supply, were not being provided 
with sufficient personnel to do a satisfactory job. In order to correct 
this, and at the same time to msure necessary uniformity in the 
standard of services rendered by hospitals throughout the Veterans’ 
Administration, central-office-controlled personnel ceilings were 
established for the respective functional components or programs at 
each hospital. These ceilings are frequently adjusted by the Deputy 
Administrator acting for me by direction in response to justified 
requests of hospital managers and increases in categories where 
urgently needed are seldom, if ever, not promptly authorized. This 
system of program control has proven entirely satisfactory in every 
respect during the 14 months it has been employed. In addition it 
should be noted that the annual budget estimates of Veterans’ 
Administration are required to be submitted and justified on a 
program or functional basis, which in essence represents the plan 
of operations for the budget vear. The control of employment through 
personnel ceilings provides a means by which management may 
maintain operations in accordance with the plan contemplated in 
the annual budget estimate which is the basis for the appropriation 
of funds. 

3. The hospital manager has no assurance that orders will not be given per- 
sonnel under his supervision by representatives of higher echelons in the Veterans’ 
Administration. Similarly, the Chief Medical Director of the VA has no assur- 
ance that individuals representing other administrative divisions will not interfere 
directly with the personnel presumably under his jurisdiction. 


This charge is answered in the answer to the basic charge. 


CHARGE II 


Procurement of drugs and other medications is not under the control of the 
Department of Medicine and Surgery. As a result it is not unusual to find that 
insufficient thought or no thought at all has been given to the therapeutic use or 
efficacy of the items purchased. For example, the Central Office of Supply has 
issued an order requiring pharmacists in all VA hospitals to maintain a so-called 
60-day stock-level of so-called contract drugs. As a result local hospitals are 
often unable to carry stocks relating to local needs or recommended by physicians 
operating in the local hospital, while, at the same time, VA pharmacists are 
stocked with a supply of contract drugs which the doctors will not use. 

Answer to charge II: The handling of drugs and other medications 
in Veterans’ Administration closely parallels the svstem in general 
use throughout the country. 

The doctor writes a prescription calling for any drug which he 
believes is indicated for the well-being of the patient. This preserip- 
tion is presented to the pharmacy. The pharmacist fills the prescrip- 
tion if he has the drug in stock. If he does not have it, he orders 
from the Supply Service, which in Veterans’ Administration serves In 
the same capacity as the wholesale druggist in the trade. 

Drugs not normally stocked by Supply Service beeause of limited 
vse are see red, locally if necessary, and issued when medically 
indicated. 

No drugs are stocked by Supply Seevice until qualified professional 
personnel in the Department of Medicine and Surgery has approved 
their use and requested that they be stocked and distributed by 
Supply Service. 
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Drugs are stocked in quantities indicated by medical knowledge 
and experience. 

To this end, professional medical considerations are given each 
item by personnel under the jurisdiction of the Department of Medi- 
cine and Surgery, and expert purchasing and distribution considera- 
tions are given each item by personnel under the jurisdiction of the 
Supply Service. 

The Central Office Supply Service does not require the pharmacists 
at Veterans’ Administration hospitals to maintain a 60-day stock level 
of any drug. The Central Office Supply Service encourages all using 
departments at Veterans’ Administration hospitals, including the 
pharmacy, to order from the station Supply Officer only in quantities 
sufficient to meet their needs until they receive their next order from 
the Supply Officer. Usually all pharmacists forward an order to the 
Supply Officer once a month. The pharmacists in all Veterans’ Ad- 
ministration hospitals may obtain any drug, through the station 
Supply Officer, which is authorized by station professional medical 
personnel and receive only such drugs. Any items stocked by any 
pharmacist, which are determined by him to no longer be required 
for local use, can be returned to the station Supply Officer at any 
time for appropriate disposition. 


CHARGE ITI] 

Whereas the Administrator of Veterans’ Affairs may well have to exercise final 
authority over the appointment of hospital managers, no such managers should 
be appointed without the approval of the Chief Medical Director or a representa- 
tive freely designated by and responsible to him. When the Chief Medical Direc- 
tor sat as one of three men on a committee which recommended hospital managers, 
this desirable situation was approached but not realized. Currently, that too has 
been weakened, and the Chief Medical Director is not even a permanent member 
of the three-man advisory committee. 

Answer to Charge III: From the time the present Administrator 
took office to October 19, 1949, all hospital managers were appointed 
by the Administrator upon the recommendation of the Chief Medical 
Director. 

By memorandum dated October 19, 1949, the Administrator estab- 
lished a Selection Committee, to serve until November 1, 1950, with 
the duty to personally inquire into the qualifications of certain em- 
plovees for the positions of manager or assistant manager of field sta- 
tions (regional offices, district offices, hospitals, and centers) and to 
submit to the Administrator, as vacancies occur, the names of three 
emplovees who in their personal opinions are best qualified for the 
vacancy. It was provided that in the absence of a member of the 
committee, his place would be taken by the person acting for hin. 
The Chief Medical Director was a member of such committee. 

It was the Administrator’s intention at all times to have either the 
Chief Medical Director or his deputy serve on the committee. 

By memorandum dated October 2, 1950, the Administrater ap- 
pointed a new committee for the term expiring November 1, 1951, 
in accordance with the original order. An official (not a physician) 
having acted for the Chief Medical Director on the original committee 
in many cases, including recommendations for hospital managers and 
assistant managers, the Administrator directed that there would be 
no substitutes or alternates authorized to serve as he desired the per- 
sonal recommendations of the individuals appointed to the committee. 
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The Deputy Chief Medical Director was appointed a member of this 
committee. 

By memorandum dated October 5, 1950, from the Deputy Admin- 
istrator, the members of the original committee, including the Chief 
Medical Director, were advised of the Administrator’s desire that 
their appointments be extended through November 30, 1950. Shortly 
after the present Chief Medical Director took office, the — 
trator named him as a member of the committee and designated : 
his alternate, the Deputy Chief Medical Director. 

It will be noted from the facts indicated that at all times since this 
Selection Committee procedure was established, either the Chief Medi- 
cal Director himself or the De sputy Chief Medical Director, has been 
a member of the committee. This is in contrast to the fact that a 
rotation plan has been observed with respect to the other two mem- 
bers of the committee and that the two Assistant Administrators, 
other than the Chief Medical Director, who are members of the pres- 
ent committee, are not the same Assistant Administrators who were 
members of the original committee. 

No individual has been appointed as a hospital manager, since | 
have been Administrator of Veterans’ Affairs without the recommenda- 
tion or concurrence of the Chief Medical Director or the Deputy 
Chief Medical Director or their delegated representative. 


CHARGE IV 

The Special Services program which directly affects the daily life of patients 
in VA hospitals and whose operations have a direct relationship to the recovery of 
patients, operates as an entirely autonomous service over which the Chief Medical 
Director bas no control in Washington and whose representatives in VA hospitals, 
hospital managers, and hospital medical officers, have no effective control. 
Logically, such a service should not exist as a separate entity but should have its 
functions integrated with those of the Department of Medieine and Surgery. 

Answer to charge IV: The Office of the Assistant Administrator for 
Special Services was established by my predecessor on November 
1945, and during the administration of Dr. Hawley as Chief Medical 
Director. It consists of five programs—Canteen, Chaplaincy, Li- 
brary, Recreation, and Voluntary. The present Administrator has 
made no change in the basic organization of Special Services. The 
implication in the charge that the Special Services program may be 
conducted without regard to the wishes of the Chief Medical Director 
and irrespective of clearance by appropriate medical authority is 
untrue and is refuted by reference to existing Veterans’ Administra- 
tion publications relative to organizational functions and responsibili- 
ties. The Veterans’ Administration Organizational Manual, MEC 
provides on page 213.01: 

* * *Special Services programs are planned in coordination with the Depart- 
ment of Medicine and Surgery and conducted by Special Services personnel for- 
patients whose participation in the Special Services program has been cleared or 
specified by appropriate medical authorities. 


It is therefore the established policy that patients shall not par- 
ticipate in any activity conducted by Special Services unless their 
participation therein is approved or directed by proper Veterans’ 
Administration medical authority. 

As indicating the close cooperation which has always existed between 
the Department of Medicine and Surgery and the Office of Special 
Services, it may be appropriate to quote the following excerpt from 
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an Official statement issued jointly by the Chief Medical Director 
and the Assistant Administrator for Special Services to all hospitals 
and homes on March 31, 1948: 


The mission, aims, policies, and procedures of Special Services have been care- 
fully considered and a selective study and evaiuation has been made in the field 
jointly by the Department of Medicine and Surgery and the Office of Special 
Services as a result of which it is considered opinion that the Special Services 
program, as now operating in the field, represenis a satisfactory degree of coordi- 
nation with medical authorities. 


A more recent indication of this close coordination of activity is 
the following from an address delivered by Dr. Magnuson, former 
Chief Medical Director, at the eleventh meeting of the VA Voluntary 
Service National Advisory Committee in Washington, D. C., on Nov- 
ember 13-14, 1950: 


I want to say that, so far as the VA is concerned, when I have gone to the 
people, like General Kerr, who head up the various phases of our operation, I 
have never had anything but cooperation. General Kerr and I have worked to- 
gether as two people who are interested in having sick people get well. That is 
what we are all interested in. 

CHARGE V 


The Department of Medicine and Surgery does not have an adequate voice in 
the design, alterations, and planning of space utilization of and in VA hospitals. 
While presumably the Department has some nominal right to review plans and 
design, the system currently in effect does not provide the proper clearance. Often 
only single line drawings are provided to the Department and final construction 
plans have been withheld. Acceptable practices in other agencies require repre- 
sentation by the Department of Medicine and Surgery at every stage of the de- 
velopment of plans. 


(The remainder of this charge, dealing with specific examples, will 
be quoted at appropriate places in the answer.) 


Answer to Charge V: In order to give a full picture of the degree of 
coordination which exists between the Office of Construction, Supply, 
and Real Estate, and the Office of the Chief Medical Director with 
reference to the planning and designing of hospitals to be constructed 
as well as alterations, additions, and betterments at existing hospitals, 
it seems worth while to present a step-by-step description of the regu- 
lar procedure. 

Under the joint sponsorship of the Office of the Assistant Adminis- 
trator for Construction, Supply, and Real Estate and the Office of the 
Chief Medical Director, the criteria for requirements (both functional 
and equipment) were prepared for the various sizes and types of pro- 
posed new Veterans’ Administration hospitals. Private architects and 
medical consultants were employed by the Department of Medicine 
and Surgery to assist in assuring that all requirements for a modern 
hospital would be provided. This procedure was established by my 
predecessor during the period General Hawley was Chief Medical 
Director. 

Subsequently, these requirements have been modified and amended 
from time to time at the request of the Department of Medicine and 
Surgery. For example, on March 18 and 21, 1949, based upon recom- 
mendations of the Department of Medicine apd Surgery, the Admuinis- 
trator approved additional items not included in the original criteria 
of requirements, such as laboratories for radioisotope, research, medi- 
cal illustration, aural rehabilitation, reference, and central dental ac- 
tivities. More recently the Department of Medicine and Surgery has 
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requested further additional items, such as plastic eye and ear clinics 
and TB and NP bed units, in GMS hospitals and they have been in- 
cluded in the hospital construction. 

With regard to that portion of the Veterans’ Administration new 
hospital construction program assigned to the Corps of Engineers for 
design and construction, the review processes follow: 

Upon completion of studies of a hospital project initial studies 
including the site plans and small-scale single-line sketches showing 
proposed functional lay-out and arrangement of the buildings by the 
architect-engineers, copies are submitted to the Office of the Assist- 
ant Administrator for Construction, Supply, and Real Estate by the 
Corps of Engineers for comments and recommendations. 

As soon as received by Construction, Supply, and Real Estate, 
copies are sent to the Department of Medicine aid Surgery for review 
and comment. 

Upon the completion of review by Construction, Supply, and Real 
Estate and the Department of Medicine and Surgery, representatives 
of the two services coordinate the comments to assure complete 
accord on those submitted to the Corps of Engineers. Representa- 
tives of the Department of Medicine and Surgery attend all meetings 
held by Construction, Supply, and Real Estate with the Corps of 
Engineers and the architect-engineers to review submitted plans and 
have a full voice in the eriticism of the plan arrangements. This 
criticism on occasion has resulted in a complete redesign by the 
architect-engineers of the entire new hospital. 

With regard to projects being designed and/or constructed by 
Veterans’ Administration technical forees, the review processes 
follow: 

Preliminary plans are prepared by the Technical Services of Con- 
struction, Supply, and Real Estate. When the studies have been 
completed they are submitted to the Department of Medicine and 
Surgery for review and comment. 

Upon completion of the Department of Medicine and Surgery 
review, a conference is arranged to discuss the plans, and thereafter 
the plans are restudied until they are satisfactory and approved 
the Department of Medicine and Surgery. 

From the approved studies, the final contract drawings are pre- 
pared. Should it be necessary, in the presentation of the final draw- 
ings, to deviate from the approved studies, because of structural or 
mechanical difficulties, the revisions are resubmitted to the Depart- 
ment of Medicine and Surgery for their approval. 

When the contract drawings have ben completed, a set of plans 
only are sent to the Department of Medicine and Surgery. A com- 
plete set of the final contract drawings are kept on file in the Tech- 
nical Service, and are available to representatives of the Department 
of Medicine and Surgery for their use at any time. 

With regard to construction projects affecting the care of patients 
involving alterations, additions, and betterments at existing hospitals, 
there is no project on record in the Office of the Assistant Adminis- 
trator for Construction, Supply, and Real Estate which has not been 
coordinated with and approved by representatives of the Department 
of Medicine and Surgery prior to undertaking construction, The 
procedure is as follows: 
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Comments and recommendations are obtained from the Depart- 
ment of Medicine and Surgery prior to undertaking the development. 
of preliminary sketches. 

After completion of preliminary sketches, the plans are coordinated 
with the Department of Medicine and Surgery and their approval or 
comments and recommendation obtained prior to undertaking the 
development of the final drawings. 

In developing the final drawings, the preliminary sketches are 
followed and any changes that may be required at that time that affect 
the functional arrangement are again coordinated with the Depart- 
ment of Medicine and Surgery. 

The foregoing procedures are the accepted ones and, while there 
have doubtless been isolated instances in which the required coordi- 
nation between the Medical and Construction Offices has broken down 
due to mistakes of judgment or because of individual misunderstand- 
ings, these are exceptions which do not indicate any basic fault in 
the system. 

With regard to current planning and studies relating to space util- 
ization at existing hospitals, as referred to in the statement above, 
the Veterans’ Administration Hospital Space Utilization Survey 
program now being carried out is a joint enterprise, each survey team 
comprising representatives of the Department of Medicine and 
Surgery and the Assistant Administrator for Construction, Supply, 
and Real Estate. 

Certain specifications are contained in charge No. V which will be 
quoted and answered in their order: 

1. It is charged that because of lack of coordination between the Department 
of Medicine and Surgery and the Construction Department only 600 square feet 
of space was allotted for certain rehabilitation purposes in the new construetion 
at the Minneapolis hospital. This occured despite the fact that the 1,600 square 
feet available for such purposes in the old hospital was grossly inadequate. 

The new construction referred to in the above statement is a portion 
of the first phase of a two-phase addition and conversion project at 
the existing Veterans’ Administration Hospital, Minneapolis, Minn., 
as follows: 

First phase: To construct a 448-bed addition to the existing hos- 
pital (currently under construction—scheduled completion Novem- 
ber 1951). 

Second phase: To alter and convert the existing building to provide 
modern adjunct facilities and to bring the capacity of the hospital to 
approximately 1,000 beds (GM-TB and NP). 

In accordance with plans previously approved by all concerned 
services of this Administration, construction in the new building 

second floor, building No. 43), will provide a medical rehabilitation 
department with approximately 10,110 net square feet of space, in- 
cluding space for administration, physical therapy, hydrotherapy, 
aphasia classroom, occupational therapy, manual arts therapy, male 
and female dressing rooms and toilets, and staff locker rooms and 
toilets. 

The following schedule shows the net amounts of space being 
provided in the new building as compared with the net amounts of 
space normally provided in accordance with construction criteria for 
a new 1,000-bed hospital: 
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VA criteria Approximate 







Medical rehabilitation facility (net square space provided 
feet) net square 
feet) 



























Physical therapy 
Waiting room 


150 9 
Office 300 171 
Examination room 150 132 
Main treatment room 1, 800 2, 700 
2 private treatment rooms 200 ai 
Whirlpool room 300 3 
Hubbard tank 200 282 
Periphal vascular room 00 19 
Corrective therapy (exercise) room ! 640 1, 222 
Dressing room, male patients 160 214 
Dressing room, female patients 100 140 


Storage and supplies 70 


‘ OF 
Linen room 70 84 
Storage closet room 40) 
Equipment storage 4s 
Occupational therapy shops (manual arts therapy; OT clinic; O71 
preparation and treatment; OT storage 2, 000 2, 2k 
Physical therapy and occupational therapy 
Class rooms 900 S4 
Oftice space HHO ) 
Staff lockers and toilets (N 250 172 
Staff lockers and toilets (F) 300 o1¢ 
Janitor’s room 







Total net square feet &, 450 10. 110 


The corrective therapy (exercise room) in the physical medicine rehabilitation clinic comprising approxi- 


mately 800 net square feet of space was approved by the interested services in the Department of Medicin¢ 
ind Surgery. Che over-all plan showing the area was received by the interested service it the hospit 
ind representatives of the dean's committee and approval was obtained on the areas shown for the various 
ervices, Subsequent study and review by both central office and the 


station medical personnel ha 
creased the exercise area to approximately 1,222 net square feet of space in the new building 






















In addition to the amounts of space provided in the new building 
as indicated above, space is planned to be provided in certain of the 
existing buildings under the second phase of the addition and con- 
version program as follows: 





GM Building No. i: Space to provide an exercise room corrective therapy 
unit) for neurological patients 1, 030 
rB Building No 6: 
Space to provide physical therapy equipment 250 
Space to provide occupational therapy shop 550 











Total 1, $30 


Thus, the amounts of space being provided for medical rehabilitation 
facilities at the Veterans’ Administration Hospital, Minneapolis, 
Minn., under the currently approved construction program total 
11,904 net square feet of which 10,110 net square feet is under con- 
struction in the new building No. 43, and 1.830 net square feet is to 
be provided under the second phase of the construction program as 
indicated above. 












2. It is charged that the Cleveland hospital made application for a research 
aboratory, such laboratory being approved by the dean’s committee and the 
ospital to cost $12,000. By Veterans’ Administration procedures the applica- 
on was submitted to the Construction Department which, after protracted 

lay, approved a laboratory costing $89,000 on the grounds that it had to meet 
ertain criteria. These criteria, however, were those for new hospitals and not 
ose that might be applied to the existing temporary structures which were 
volved in this case, This. it is charged. was unnecessary and incompatible 
vith what had been determined as needed by the dean’s committee. 
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This charge is completely unsupported by the facts. All of the 
figures are incorrect. The proposal originally made in December 
1947 was for a laboratory involving a construction cost of $9,600, not 

$12,000 as alleged. This was resubmitted to the branch office and 
an estimated cost of $38,825 was proposed. It was later determined 
to build a laboratory at a cost of approximately $10,000. Instead of 
doing this, surplus materials and station labor were used and a satis- 
factory laboratory was provided at an expenditure of maintenance 
and operation funds of $750. At no time did the estimated construc- 
tion cost of this laboratory come anywhere near the $89,000 alleged 
in the charge. This was in a temporary hospital called by the Army 
Crile General Hospital. 

3. It is charged that in a New Jersey Veterans’ Administration hospital 
numerous construction problems arose because of failure to obtain proper clear- 
ance with the Department of Medicine and Surgery. It is charged, for example, 
that owing to faulty design of the hospital, the morgue was so located that it 
Was necessary to take a corpse through an out-patient department in order to 
get it into the morgue. 

While the hospital is unidentified the reference must be to the only 
new hospital being constructed in New Jersey, the new 1,000-bed 
GM. hospital now under construction at East Orange, N. J. 

With regard to the allegation contained in the first sentence of the 
above statement, the plans for this new hospital were prepared by 
private architects under the supervision of the Corps of Engineers. 
During November 1946, the preliminary plans were reviewed by 
representatives of the Department of Medicine and Surgery and the 
Office of the Assistant Administrator for Construction, Supply, and 
Real Estate. In the interest of expediting the placing of this and 
certain other specifie new hospital projects assigned to the Corps of 
Engineers under construction, my predecessor on August 12, 1947, 
requested that this project be issued for bids and contracts awarded 
on the basis of plans and specifications as then prepared. A check of 
the working drawings was made and coordinated with the Department 
of Medicine and Surgery in April 1948. This check revealed that 
pertinent omissions, additions, and rearrangements should be made in 
the plans so that certain deviations from the preliminary plans could 
be corrected. The Corps of Engineers were requested on May 3, 1948, 
to prepare studies to accomplish the desired changes. The corrective 
actions as submitted by the Corps of Engineers were authorized on 
June 28, 1948. As indicated, these changes were fully coordinated 
with the Department of Medicine and Surgery. 

With regard to the specific example cited in the second sentence 
of the above statement, the morgue provided at this new hospital 
is on B level, one floor below the out-patient department. Elevators 
provide access to B level from all floors above; also, the morgue is 
provided with an undertaker’s exit which permits immediate access 
to a hearse-loading platform. Accordingly, there is no reason why a 
body that is being moved to or from the morgue should pass through 
the out-patient department. 


CHARGE VI 


It is charged that due to the quarterly allocation of funds from the central 
office for the payment of attending and consulting physicians, and due to the fact 
that such allocations vary as much as 25 percent from one quarter to the next, no 
satisfactory educational program can be planned. It cauSes uncertainty which 
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makes it difficult to retain consulting physicians, and the resulting confusion is 
damaging to morale of the staff, 

Answer to charge VI: This is a sweeping charge which is not borne 
out by the facts. While there are isolated instances where allocations 
(allotments) have varied as much as 25 percent from one quarter to 
thg next, this is by no means a general situation. Where this has 
occurred it is the result of determination by the Department of Medi- 
cine and Surgery that it is the best use that can be made of available 
funds. 

All allotments of funds for this purpose are made on the recom- 
mendation of the Department of Medicine and Surgery in cooperation 
with the budget officer. 

Of necessity, there must be considered in connection with allotments 
for consultants and attendings, a number of factors, such as the avail- 
ability of the consultant during the period for which the allotment is 
to cover, the minimum and maximum patient loads and the normal 
requirements by type of needed specialty which will produce varying 
fund requirements. 

In compliance with the requirements of the Anti-Deficiency Act 
and Budget-Treasury Regulation No. 1, as implemented by appro- 
priate regulations of the Veterans’ Administration, it is necessary that 
the portion of the annual appropriation allocated for the education 
and training functions of the Department of Medicine and Surgery 
be apportioned quarterly and approved by the Bureau of the Budget. 
Upon approval of the quarterly apportionment by the Bureau of the 
Budget, the budget officer of the Veterans’ Administration is held 
responsible for the control of obligations with the quarterly appor- 
tioned amounts. ‘Therefore, in order to insure that this control is 


maintained, allotments cannot be made im excess of the approved 
quarterly apportionments of funds for this purpose. 


CHARGE VII 


It is charged that the Veterans’ Administration hospital in Chamblee, Ga., has 
not vet been able to get the necessary equipment to take a particular type of 
X-ray khown as a planogram. It is charged that such equipment would cost less 
than $1,000. In the meantime patients are sent to private institutions to receive 
this type of study, when absolutely necessary. It is further charged that ex- 
penditures incurred for sending patients outside the Veterans’ Administration 
hospital for this service amounts to $500 to $600 a year, which could within 2 
vears pay the cost of a piece of equipment which would last many vears. It is 
further charged that recently the same hospital received an X-ray projectoscope, 
known by the trade name of Vu-Graph, which had not been requested and is not 
essential to this hospital, although it cost between $3,000 and $4,000. It is fur- 
ther charged that another projectoscope was also purchased for the Veterans’ 
Administration tuberculosis hospital on Peach Tree Road, Atlanta, Ga., in which 
no education is given. Therefore, it is charged the projectoscope in the latter 
hospital was even less useful than it might be at the other. 

In addition to any such comments as you may choose to make with respect to 
this item, the subcommittee would like (1) a succinct explanation as to why a 
piece of equipment costing $1,000 and deemed necessary by the professional men 
in charge of patient care at that hospital was not provided, while a piece of pro- 
fessional equipment costing over $3,000 and not requested by those professional 
men was thrust upon them, and (2) the name of the individual responsible for 
ordering the Vu-Graph sent this hospital; his professional qualifications for de- 
ciding what professional equipment is needed in a particular institution; the 
authorization under which he acted. 


84619—51——25 
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Answer to charge VII: This is a purely medical matter and as you 
will see was handled entirely by the Department of Medicine and 
Surgery. 

Reference in the charge to ‘‘necessary equipment to take a particu- 
lar type of X-ray known as a planogram,’’ no doubt relates to a re- 
quest from the manager of the hospital for a motor-driven lamina- 
graphic attachment for an X-ray unit. Such request was disapproved 
and the reasons therefor are set forth in a letter to the manager dated 
January 26, 1950, from the Assistant Chief Medical Director for 
Field Operations. The text of such letter follows: 


sé 


1. Your letter of January 18, 1950, on the above subject and directed to the 
attention of Dr. W. P. Hynes, has been referred to this office for reply. 

2. None of the methods outlined in your letter regarding the laminagraphic 
attachment for your newly installed Kelley-Koett equipment, meet with the 
approval of the central office. Motor-driven laminagraphic attachments to fit 
this Kelley-Koett equipment are not manufactured by the Kellev-Koett Man- 
ufacturing Co. The shifting and moving of equipment, plus the fact that a new 
Atlanta hospital will replace the Chamblee hospital, prompts the decision that 
no additional parts will be added to the Kelley-Koett equipment so that a lamina- 
graphic attachment can be added to it. 

3. Inasmuch as the present VA Atlanta hospital is located within the city limits 
of Atlanta, Ga., and not far from your present hospital and has a laminagraphic 
attachment for their equipment, it would appear that patients could be trans- 
ferred or sent to this hospital for laminagraphic studies. This would eliminate 
taking patients to the Emory University Hospital and also result in the savings 
of $25 each plus transportation costs, necessary delay, and other attendant 
inconveniences, 

The discussions had with Mr. G. W. Schwager when at your station, were 
relative to the installation of a motor-driven laminagraph to Pieker equipment. 
The addition of such an attachment to the Picker equipment will have to be com- 
pletely justified in any requisition for same. 


(Mr. Schwager is an electromedical equipment specialist, X-ray, 


of the Department of Medicine and Surgery.) 

At the time of disapprove al of the request, tentative plans existed 
for the activity of Chamblee that required a laminagraph to be trans- 
ferred, in the then not too distant future, to the new hospital at 
Atlanta and it was planned to equip the latter hospital with a lamina- 
graph. For various reasons, including delays in completion of con- 
struction, the transfer has not been completed. When it was estab- 
lished recently that the transfer would not be accomplished for nearly 
2 years, the hospital at Chamblee was advised to resubmit a requisi- 
tion for the laminagraph for the piece of equipment for which it is 
available. Such a requisition has been received in the central office 
and action is being taken with a view to furnishing the equipment. 

The X-ray projec toscopes, known by the trade name of Vu-Graph, 
were furnished the Chamblee hospital and the Atlanta hospital at a 
cost of $1,990 each by requisition from the Department of Medicine 
and Surgery on the Supply Service pursuant to standards established 
by the “De ‘partment of Medicine and Surgery. These standards 
briefly provide that such equipment will be furnished the larger teach- 
ing hospitals and the larger tuberculosis hospitals, since such equip- 
ment is an invaluable aid to teaching, as well as to the review of X-ray 
films at staff conferences, a technique, particularly applicable to 
tuberculosis hospitals. The establishment of the mentioned standards 
was not the action of an individual, but the collective action of 
qualified professional persons in the Department of Medicine and 
Surgery. 
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Cuarce VIII 


It is charged that ANSCO X-ray film is now in use by all Veterans’ Adminis- 
tration hospitals in the United States although a majority of the hospitals report 
excessive fogging and streaking of this type of film. As a result of such fogging 
and streaking, it is charged, many films have had to be discarded with the result 
that there is much waste of time and money as well as confusion. It is stated that 
the ANSCO X-ray film was purchased presumably because the ANSCO company 
was the only film making a bid for this fiscal year. It is charged that if the 
Department of Medicine and Surgery had proper control over the purchase of 
medical supplies, such Department would not procure X-ray film that is known to 
fail in practice. 

Answer to charge VIII: The gist of this allegation is that in those 
instances in which the use of ANSCO X-ray film by the Veterans’ 
Administration hospitals has not proved to be satisfactory the cause 
lies in the fact that the Department of Medicine and Surgery was not 
given sufficient control over the purchase of medical supplies. While 
the experiences of the Veterans’ Administration with X-ray film 
during the last several years indicate that there have been numerous 
complaints of undesirable results, these situations were in no way 
occasioned by any lack of cooperation between the Department of 
Medicine and Surgery and the Supply Service. 

This is purely a technical matter and not an organizational problem 
whatsoever, as you will see from the facts which I now relate. 

The Veterans’ Administration procures X-ray film on a 6-month 
contract basis under competitive bid in accordance with Federal 
Specification L-F-345 dated June 27, 1949, promulgated by the 
Federal Supply Service of the General Services Administration, for 
the use of the executive departments and agencies. Award is made 
to the low bidder complying with Federal specifications. There are 
only three suppliers with sufficient capacity to meet Veterans’ Admin- 
istration needs. ANSCO has generally been the low bidder for the 
past 4 or 5 years. 

During the last few years central office has received isolated com- 
plaints that ANSCO film was unsatisfactory due to artifacts, streaking, 
and increased fog on the processed exposed film. Complaints in- 
creased in volume to such an extent that the electro medical-equip- 
ment specialist in each area office was requested on December 13, 1950, 
to survey the stations in his area and secure samples illustrating f: vulty 
films. It was found by this survey that close to 50 percent of the 
field stations had complaints. 

This agro Was given intensive cooperative attention by the 
Veterans’ Administration area electro-medical equipment specialists 
of the Department of Medicine and Surgery, central office representa- 
tives of the Department of Medicine and Surgery, the Supply Service, 
and ANSCO experts. This culminated in a 5-day meeting of all 
concerned beginning January 15, 1951, followed by a meeting of 
Veterans’ Administration representatives and ANSCO experts at the 
Veterans’ Administration Hospital, Cleveland, Ohio, where a careful 
study was made of faulty films from every scientific angle. It would 
not be fair to state that all the difficulty has been with the X-ray films. 
Liquid developer and fixer for use in developing the X-ray film has 
been standardized in lieu of a developing powder and steps have 
been taken to insure that proper dark-room procedure and technique 
is followed at Veterans’ Administration installations. Furthermore, 
we have reason to believe that as a result of the afore-mentioned 
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conference, there has recently been brought about material improve- 
ment in the quality of the film itself. The absence of complaints 
during recent months tends to indicate that the previous difficulties 
have been largely solved, at least for the present. 

As a result of this background of experience, the Veterans’ Admin- 
istration has recently concluded that the Federal specification for 
X-ray film under which bids have been heretofore solicited, has not 
been sufficiently detailed in its requirements reasonably to insure 
uniform and satisfactory quality. This might well be the case without 
regard to the identity of the particular bidder. Accordingly, the 
Veterans’ Administration has recently added certain more stringent 
requirements in the specification which has already been submitted 
as a part of the invitation to bid which has been sent to prospective 
bidders for the next semiannual contract for X-ray film. It is believed 
that this step will help to insure more uniform quality of film. 

[ am informed that as a result of this experience of the Veterans’ 
Administration the Federal specification for X-ray film is now in 
course of revision. 

CHarce IX 

The Administrator of Veterans’ Affairs has repeatedly violated sound adminis- 
trative practice by directly interfering in matters affecting the general operations 
of the medical-care program and the care of patients. By taking such actions 
without consultation with the Chief Medical Director, the Administrator is 
regarded as operating in a field beyond his competeney and the results of which 
are to cause serious alarm and dissatisfaction amongst members of the medical 
profession whose wholehearted cooperation is essential to the maintenance of a 
quality program of medical care. 


(The remainder of this charge, dealing with specific examples, will 


be quoted at appropriate places in the answer.) 

Answer to charge IX: This charge casts the Administrator in the 
role of a meddler, interfering in matters with which he has no proper 
concern. It ignores the fact that final administrative responsibility 
for the success or failure of the veterans’ medical program, as a whole, 
is lodged by law in the Administrator. It assumes that he should 
stand by and depend exclusively on the Chief Medical Director to 
produce the result for which the Administrator is held accountable, 
even with regard to administrative problems which are merely col- 
lateral to medical activities. Like so many of the other charges, it 
is in the nature of an unsubstantiated broadside. I could with com- 
plete fairness simply rest on the statement that the charge isn’t true, 
and that it completely ignores the great number of administrative 
decisions which the Administrator has been called upon to make in 
this field and about which no controversy has arisen. As to the half- 
dozen specific instances which are alleged to support the charge, I 
would also be warranted in making the general reply, without further 
explanation, that they are without foundation. However, in order 
that the subcommittee shall be fully informed, I prefer to present 
the basic facts bearing on each of the so-called specific illustrations. 

The specifications contained in charge IX will be quoted and 
answered in their order: 

1. During an extended field trip to Veterans’ Administration hospitals in 1948, 
he ordered the animal houses closed at hospitals in Livermore and San Fernando, 
Calif. This action was taken without any consultation with the Chief Medical 
Director and despite the fact that the latter considered the animels necessary for 
the proper diagnosis and treatment of tubercular patients in these hospitals. 
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To put it mildly, this charge seems to carry the implication that 
the Administrator, completely ignorant of the need for small animals 
to be used in hospital laboratory work, peremptorily ordered that 
they no longer be used at the mentioned hospitals. Of course, that 
is not the fact. At the time of my visit there were animal houses 
in operation at both hospitals and these animal houses have continued 
in use without interruption. Therefore, the question was not the 
use of animals, ‘The only issue was the location of new additional 
animal facilities in the immediate vicinity of patients’ beds where 
even a temporary failure of correct ventilation would create a stench 
and unsanitary conditions for the patients. 

I think the story on this matter can best be presented by the 
written record made by other parties concerned, which clearly indi- 
cates the nature of my action and reasons for that action. Accord- 
ingly, I am attaching copies of the following correspondence: 

(a) Photostat of a memorandum dated May 2, 1950, from Chief 
Medical Director to the Administrator on the subject of Animal 
Rooms, Veterans’ Administration Hospitals, which reads as follows: 


OFFICE MEMORANDUM 
UnireD States GOVERNMENT, 
May 2, 1950. 
To: Administrator. 
From: Chief Medical Director. 
Subject: Animal rooms, VA hospitals. 

1. I have been advised by the manager, VA hospital, San Fernando, that on 
your trip to the west coast last year that you instructed him not to use the animal 
suite in the new addition. The same problem has also come up at the VA hospital, 
Livermore, where an animal suite was also constructed in the new addition. 

2. I am sure your reasoning on this was probably that vou did not want a 
poorly ventilated animal suite in a hospital if it was going to result in odors and 
an unsanitary appearance. These suites, however, as I understand it, are new 
construction and would not present these problefns. 

3. I don’t know of a single good hospital in the entire country that does not 
have an animal suite for small animals within the hospital building, generally in 
connection with their laboratory. These small animals are a must for testing 
purposes, ete., particularly in a TB hospital. These suites do not involve the 
housing of large animals, but such things as rabbits, hamsters, etc. 

4. I am planning therefore on sending the attached letters to the manager at 
Livermore and San Fernando, but inasmuch as you had personally issued the 
order in question, I wanted you to be advised of my action. It is definitely in 
accordance with accepted hospital practice. 

Paut B. MaGnuson, 

Approved May 3, 1950: Gray. 


File: May 10, 1950, communications and files department of medicine and 
surgery: GRAHAM. 


(b) Copy of a letter dated May 8, 1950, from the Chief Medical 
Director to the manager, Veterans’ Administration hospital, Liver- 
more, Calif., which reads as follows: 

May 8, 1950, 
Manacer, VA Hospirat, 
Livermore, Calif. 

Dear Str: It has been called to my attention that the Administrator, during his 
visit to vour station last year, instructed vou not to use the animal suite in the new 
addition. 

Upon discussing this matter with the Administrator I found that his decision 
was based on his thinking at that time that the animal suite was poorly ventilated 
and would possibly result in odors and an unsanitary appearance. After assuring 
the Administrator that our newly constructed animal suites are adequately 
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ventilated and would not present these problems he withdrew his objections to 
including animal rooms as part of the clinical laboratory in the same building with 
patients. 
In view of the above you are authorized to use the animal suite, located in the 
new wing addition at your station, as such. 
Very truly yours, 


Paut B. Maanuson, Chief Medical Director, 


(c) Copy of a letter dated May 8, 1950, from the Chief Medical 
Director to the manager, Veterans’ Administration hospital, San 
Fernando, Calif., as follows: 


May 8, 1950. 
ManaGer, VA HospIrTat, 
San Fernando, Calif. 

Dear Sir: It has been called to my attention that the Administrator, during 
his visit to your station last year, instructed you not to use the animal suite in the 
new addition. 

Upon discussing this matter with the Administrator I found that his decision 
was based on his thinking at that time that the animal suite was poorly ventilated 
and would possibly result in odors and an unsanitary appearance. After assuring 
the Administrator that our newly constructed animal suites are adequately 
ventilated and would not present these problems he withdrew his objections to 
including animal rooms as part of the clinical laboratory in the same building with 
patients. 

In view of the above you are authorized to use the animal suite, located in the 
new wing addition at your station, as such. 

Very truly yours, 
Paut B. Maanuson, Chief Medical Director. 


(7) Photostat of a letter dated March 21, 1951, from W. A. Cassidy, 
M. D., manager, Veterans’ Administration hospital, Livermore, Calif., 
to Mr. Carroll E. B. Peeke, information service field representative, 
San Francisco, Calif., as follows: 

VETERANS’ ADMINISTRATION HospIiTAL, 
Livermore, Calif., March 21, 1981. 


Personal and confidential. 
In reply refer to 1O2HPM. 


Mr. Carrouu E. B. PEEKE, 
Information Service Field Re presentative, 
VA Regional Office, San Francisco, Calif. 

Dear Str: Reference is made to your request by telephone March 20, 1951, for 
information regarding the visit of the Administrator of Veterans’ Affairs, Mr. 
Carl R. Gray, Jr., at this hospital on January 11, 1949. 

For your information, during the visit Mr. Gray and myself made a complete 
tour of the hospital buildings and grounds. During our tour in the section allotted 
to the laboratory we inspected a room designated as the animal room, When 
Mr. Gray was informed that this room was the animal room, he questioned me 
concerning the feasibility of having animals in the same building with people. 
He stated that he felt it was wrong to do this and he was opposed to it. I then 
explained to Mr. Gray the use of the room and further stated that many hospitals 
and also medical schools, of necessity, had to have an animal room in close prox- 
imity to the laboratory so that certain tests and experiments could be carried out 
under close observation. 

He seemed satisfied with this explanation. No further comments were made 
concerning this room, and he did not forbid me to use the room. 

Following completion of the tour of inspection, Mr. Gray and myself returned 
to the office where he made his recommendations and suggestions. Dr. W. B. 
Brown, chief, professional services, Dan J. Hurt, assistant manager, and Mr. John 
Van Blitter, superintendent of construction, were present at that meeting and 
at no time during his résumé of the inspection did Mr. Gray order us not to use 
the animal room. 

Very truly yours, 
mS W. A. Cassipy, M. D., Manager. 
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(e) Photostat of a letter dated April 6, 1951, from Francis W. 
Rollins, manager, Veterans’ Administration Hospital, San Fernando, 
Calif., to Director, Information Service, central office, as follows: 


VETERANS’ ADMINISTRATION HospPITAL, 
San Fernando, Calif., April 6, 1951 


Personal and confidential. 
In reply refer to: 04HPM. 


To: Director, Information Service, Central Office, Veterans’ Administration, 

Washington, D. C. 

Subject: Extract from article appearing in March 1951 issue Medical Economies. 

1. Late vesterday afternoon one of our senior physicians brought to my office 
a copy of the above periodical and invited my attention to an extract of the 
article which is entitled, ‘‘Why I Was Ousted From the VA.” The article is 
signed ‘‘Paul B. Magnuson, M. D., as told to R. Cragin Lewis.” 

The extract which refers to this hospital reads as follows: 

“Some months back, for example, the Veterans’ Administrator visited two of 
our TB hospitals in California—Livermore and San Fernando. While touring 
each hospital, he came across the animal room—where small animals used in 
conjunction with laboratory work are kept. In each case the room was clean 
and well ventilated. But the Administrator, not fully understanding the need 
for such rooms, peremptorily ordered them not to be used. 

‘The first I heard of this was when the hospital managers wrote me personal 
letters, asking what they should do. I took the matter up with Mr. Gray and 
explained why the rooms were an essential adjunct to patient care. His order 
was finally rescinded. But it shows what can happen when the medical viewpoint 
on hospital management is totally ignored. 

‘This sort of administration is lowering medical morale at a time when it 
needs to be the highest. * * = *” 

3. The purpose of this letter is to correct the erroneous statement appearing 
in the quotation to the effect that the manager of this hospital wrote Dr. Magnuson 
any letter, personal or otherwise, requesting advice regarding the Administrator’s 
decision that the animal laboratory in the new wing of this hospital should not 
be used. At no time have I written to the Chief Medical Director or anyone else 
on this subject. 

4. These are the facts: The Administrator visited this hospital on January 5, 
1949, while the new wing was only partially constructed. It was not occupied 
until December 12-13, 1949. The Administrator, accompanied only by me 
visited every hospital area and in going through the partially completed wing 
we came to the small animal laboratory, also still under construction. When 
informed of its intended use, the Administrator firmly stated that it would not 
be used to house animals, pointing out that there had been cases where the intro- 
duction of laboratory animals had been highly objectionable because of odors 
permeating the wards. 

5. Following the Administrator’s visit, which was principally devoted to 
getting acquainted with the institution and the staff and passing upon proposed 
major construction projects and alterations, the results of his visit were made 
known to appropriate staff members. Accordingly, his decision with regard to 
the animal suite was conveved to our chief, professional services, for his informa- 
tion and guidance. Since the hospital for years had had entirely suitable facilities 
for laboratory animals, no concern whatsoever was expressed by the chief, profes- 
sional services. On the contrary, this senior physician, who has a wealth of 
background in the tuberculosis field, recs ulled that an animal house had been in- 
stalled in a hospital with which he had been associated some vears ago with un- 
fortunate results. The ventilating svstem backfired with the result that the 
odor of the animals was introduced through the hot-air system to the wards. 
This episode is related only to indicate that skepticism regarding the advisability 
of having such installations in a hospital is not exclusively limited to nonpro- 
fessional people. Other physicians have had similar experiences. 

6. On May 15, 1950, the following letter was received from the former Chief 
Medical Director and we might add that there was no ‘‘dancing in the streets’ 
upon its receipt: 
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VETERANS’ ADMINISTRATION, 
Washington, D. C., May 8, 1950. 
ManaGer, VA HospIirat, 
San Fernando, Calif. 

Dear Sir: It has been called to my attention that the Administrator, during 
his visit to your station last year, instructed you not to use the animal suite in 
the new addition. 

Upon discussing this matter with the Administrator I found that his decision 
was based on his thinking at that time that the animal suite was poorly ventilated 
and would possibly result in odors and an unsanitary appearance. After assuring 
the Administrator that our newly constructed animal suites are adequately 
ventilated and would not present these problems he withdrew his objections to 
including animal rooms as part of the clinical laboratory in the same building 
with patients. 

In view of the above you are authorized to use the animal suite, located in the 
new wing addition at your station, as such. 

Very truly yours, 
Paut B. Maanuson, Chief Medical Director. 


7. In the meantime, prior to receipt of the letter and in fact to date, laboratory 
animals are housed in suites which had hitherto been in use and which are com- 
paratively remote from the wards. There has been no interruption, curtailment 
or handicap of any nature in medical procedures by nonuse of the animal suite 
in question. On the contrary, we are not using the suite exclusively for that 
purpose now, despite the letter of May 8, 1950, for the principal reason that it 
is too small. <A few animals are housed in the new suite, some being used for 
research purposes not exclusively relating to tuberculosis. We are not exactly 
sure when animals were first placed in the suite but it was certainly not im- 
mediately upon receipt of the letter. 

8. Not long ago two telephone calls were received from Mr. Carroll Peeke of 
vour San Francisco office on this subject, during which the substance of the 
above information was conveyed to him. We had considered the matter closed 
since Mr. Peeke stated that a letter confirming my comments was not necessary. 
In view of the published article, however, it seems advisable to have the facts a 
matter of record with you. 

Francis W. Rouiins, Manager. 


2. In July 1949 the Administrator ordered that certain temporary structures 
used for the housing and treatment of patients at the Hospital Annex, Fort 
Snelling, Minn., be razed. This action was taken without consultation with 
either the hospital manager or the Chief Medical Director. The structures were 
ordered razed by November 1, 1949, despite the fact that the patient-load at that 
hospital was such that these structures could pot be abandoned until July 1950, 
when conversion of other buildings to hospital use was accomplished. 


By memorandum dated June 23, 1949, under the subject, NP 
Building, Fort Snelling, Annex, from St. Paul, Minn., the Admin- 
istrator addressed the following jointly to the Chief Medical Director 
and the Assistant Administrator for Construction, Supply, and Real 
Estate: 


At Fort Snelling today I discovered that the annex across the main driveway 
from the station hospital at Fort Snelling proper has in reality only one ward for 
neuropsychiatric patients in use. This is a complete eyesore, blocks traffic, and 
should be removed at once. 

Arrangements should be made to take care of those neuropsychiatric patients, 
if there is no place for them in the main hospital, in the station hospital facilities, 
and those buildings north of the main driveway should be removed without 
question by not later than November 1. Utilize whatever expediency possible to 
get it done by November 1, advising me of the progress being made on this project. 


The time limit was put on this because my experience has convinced 
me that is the best way to get action. Pursuant to the quoted 
memorandum, the Director, Construction Service, developed this 
matter with the station manager, who on July 8, 1949, recommended 
that the temporary buildings be declared surplus and transferred to 
the Federal Works Agency for disposal. The manager also submitted 
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an outline of certain items of construction needed prior to the disposal 
of the temporary buildings. On June 23, 1950, the buildings (T-43 
to ‘T—50, inclusive) were formally transferred to the Department of 
the Air Force, subject to reimbursement to the Veterans’ Adminis- 
tration in the amount of $20,000, the appraised fair value for the 
buildings for offsite use. Of course, the patients were taken care of 
in accordance with the best medical practice. 

3. It is charged that in early 1950, the Administrator ordered a reduction of 
approximately 100 beds jointly between the hospitals at Des Moines and Knox- 
ville, Iowa. This action, it is charged, was premised on grounds that there was 
overcrowding in these establishments, grounds which may well have justified 
the action, but that the action was taken without consulting the Chief Medical 
Director, 

The essence of this charge is that the Administrator summarily 
ordered bed reductions in the hospitals at Des Moines and Knoxville, 
lowa, without the Chief Medical Director having had any reasonable 
opportunity to consider the matter. This view of the situation does 
not accord with the facts. 

With respect to the charge that the Administrator ordered a reduc- 
tion of beds at Knoxville, lowa, in early 1950, it may be stated that 
this simply did not occur. The Department of Medicine and Surgery 
did authorize a decrease of 232 emergency beds at the Knoxville 
Hospital on July 7, 1948. It likewise authorized the elimination of 
77 emergency beds at the Knoxville Hospital on October 24, 1949, 
pursuant to a request of the hospital manager The records do not 
indicate any such bed reduction in 1950. 

With respect to the situation at the Des Moines, Iowa, Hospital, 
the Administrator first became concerned about the crowded condi- 
tion of the hospital when he visited the installation on September 4, 
1949. By memorandum of September 6, 1949, from Hudson, Wis., 
the Administrator advised the Chief Medical Director as follows: 

[I was at Des Moines, Iowa, Sunday, the 4th, for the purpose of attending the 
Amvets’ National Convention, and on the basis of the time was able to go out to 
the hospital for a couple of hours. While there, I found the staff very much dis- 
turbed about the crowded condition of the hospital and the number of polio 
cases and other infectious diseases that were being treated there, and not properly 
as they say, in view of the crowded condition of the hospital. 

The story given me was a very disturbing one and indicates the utilization of 
that hospital far in excess of the number of beds for which it was intended and 
built, and of course this has been greatly aggravated by the infectious diseases 
now being treated there. 

I wish you would check into this matter very carefully and be prepared to talk 
to me about it not later than the first of the week for something must be done and 
done immediately for not only that hospital but any other hospital in that similar 
condition. 

In the early part of 1950, the Administrator gave verbal instructions 
to the manager of the hospital at Des Moines with respect to the 
removal of emergency beds and the records indicate that, at the same 
time, the manager discussed this matter with the Chief Medical 
Director. 

By letter of September 22, 1950, the Chief Medical Director dis- 
cussed, among other things, the undesirability of conditions involving 
overcrowding of beds in some Veterans’ Administration hospitals. 

On September 20, 1950, the Administrator inspected the hospital at 
Des Moines, discovered that the bed congestion still existed and 
directed the manager to take immediate action to remedy this condi- 
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tion. Thereupon, by letter of September 25, 1950, from Portland, 
Oreg., the Administrator advised the Chief Medical Director of this 
action and insisted that the excess beds be removed and that a team of 
experts be designated to restudy the whole building layout for the 
purpose of making the hospital entirely suitable. It appears from the 
central office records that there was a reduction of 50 emergency beds 
in this hospital in July 1950, another additional reduction of 52 
emergency beds in September 1950, and a reduction of 5 emergency 
beds in October 1950, so that most of the substandard or emergency 
beds have been eliminated, leaving only 22 such beds as of October 
30, 1950. 

As a result of this experience and a similar one at Salt Lake City, 
Utah, the Administrator dispatched a memorandum, under date of 
April 13, 1950, to the Chief Medical Director, with copy to the 
Assistant Administrator for Construction, Supply and Real Estate, as 
follows: 

Several times I have brought to your attention with specifie reference to Des 
Moines and Salt Lake City regarding the crowded condition of the wards of those 
hospitals and the extra beds which have been placed in there to an extent that it 
definitely interferes with the care of patients. 

We are building new hospitals with a definite bed capacity ratio. We have a 
set standard on the amount of cubic and square foot area per bed. By carbon 
copy of this to Colonel Dryden I am asking that immediately a report be made to 
me Over your joint signatures showing me the condition of each hospital as to the 
percentage of space utilized for each activity in it, because I do not think that we 
ml Patri space properly and I know of none of the old hospitals that are 
unirorm., 


I consider this a very important matter and while I don’t want to put a time 
limit on furnishing me this information I want it done as expeditiously as is 
possible and information given me as to when I may expect it so that we can 
order corrections made immediately to bring these hospitals now in existence 
within the allocation of space consistent with our standard. 

The survey directed in the above memorandum is now in progress. 

It is evident from all of the foregoing that the action of the Adminis- 
trator in directing the bed reduction at the Des Moines Hospital was 
not an isolated affair but that it was a part of a setting with which the 
Chief Medical Director was fully acquainted and in connection with 
which he had ample opportunity for consultation. In fact, the 
experience gained from this series of events has had the beneficial 
effect of bringing about a much needed investigation of space utiliza- 
tion in all Veterans’ Administration Hospitals, with which the then 
Chief Medical Director was in complete agreement. 

1. It is charged that the Administrator ordered the relocation of a new addi- 
tion to the Minnespolis Veterans’ Hospital, despite the fact that the location 
previously approved by the Plans Division and the hospital staff was considered 
superior, because it allowed mueh better integration of the entire hospital plan. 
This action, it is charged, was taken by the Adiministrator without conferring 
with the Chief Medical Director, or with the dean’s committee which had worked 
out the plans for the hospital 

The project referred to in the above statement is the first part of a 
two phase addition and conversion project at the existing Veterans’ 
Administration Hospital, Minneapolis, Minn., as follows: 

First phase: To construct a 448-bed addition to the existing hospital. 

Second phase: To alter and convert the existing buildings to provide 
modern adjunct facilities, and to bring the total capacity of the 
hospital to approximately 1,000 beds (GM, TB, and NP), 
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On February 2, 1949, at a conference attended by the Administrator, 
the Chief Medical Director, the Assistant Administrator for Construc- 
tion, Supply and Real Estate (and others representing the respective 
offices) the Administrator questioned the advisability of placing this 
building (the new addition) inside of the oval formed by the existing 
buildings for several reasons, including: 

1. Such location would destroy the aesthetic effect of the oval as it 
exists today, including the pergola in the center of the oval. 

Due to the size of the new building, it would tend to cause a 
congested condition within the oval; and 

3. Such location would cause a greater amount of disturbance to 
patients during the construction period. 

Several alternate locations were submitted to the Administrator, 
and on March 17, 1949, he approved a plan for locating the new addi- 
tion where it is presently being constructed, that is, north of and in 
front of, and connected to the main hospital building No. 1. 

By memorandum of May 3, 1949, the Chief Medical re urged 
that the Administrator reconsidered the location of the new addition. 

At a conference held on August 24, 1949, in the Office of the then 
acting Chief Medical Director, it was stated that the Department of 
Medicine and Surgery would, because of the desires of the Adminis- 
trator, and because of the possible delay in the issue of this project 
should a redesign be necessary, approve the orientation of the building 
as it is presently being constructed. It was further understood and 
agreed at the August 24, 1949, conference, that the Department of 
Medicine and Surgery would contact the dean’s committee at once 
to discuss the plans, and thereafter the rg phase of the projeet was 
fully coordinated and developed, and a construction contract was 


awarded on February 2, 1950. 


5. It is charged that the Administrator ordered put back into use at Waco, 
Tex., a structure which had been evacuated of patients in order to permit con- 
struction changes previously deemed necessary to prevent the structure from 
being dangerous to the health not only of patients but the staff as well. This 
action, it is charged, was taken without consulting the Chief Medical Director. 

The building referred to in this statement is building No. 11, a 
standard continued treatment (NP) building at Waco, Tex., con- 
structed in 1937 and renovated early in 1949 at a cost of approximately 
$14,000. 

It was originally intended to convert this building to a TB-NP 
building and to that end a project was developed, advertised and 
bids received to alter the building to accommodate TB-NP patients. 
In anticipation of these major alterations, the patients were removed 
from the building in the summer of 1948 to the Veterans’ Admin- 
istration Center, Temple, Tex. Later, and because the available 
funds, $240,000, were not sufficient to permit the award of contract 
for the required construction, on which the low bid was $435,457, the 
Administrator on July 16, 1948, approved the branch office recom- 
mendation to reject the bids on this project. As involving this 
project, the Administrator in conference of September 20, 1948, 
requested that a study be made of TB-NP requirements on a Nation- 
wide basis, this study to include facilities at Waco, Tex. The De- 
partment of Medicine and Surgery was represented at that conference 
by Dr. Arden Freer, Deputy Chief Medical Director accompanied 
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by Dr. E. H. Cushing, Assistant Chief Medical Director, and Mr. 
D. M. Turner, Chief, Hospital Requirements and Equipment Divi- 
sion, and the Office of the Assistant Administrator for Construction, 
Supply and Real Estate was represented by Mrs. F. R. Dryden, 
Assistant Administrator accompanied by Mr. W. R. Talbott, Director, 
Technical Service. 

In the course of a visit at the installation on or about November 
28, 1948, the Administrator noted that the building in question (No. 
11) had been out of service for over 6 months, with no patients, and 
as a result of his investigation, he advised the Chief Medical Director 
by memorandum of November 29, 1948, from Dallas, Tex., that— 
until a decision is made and construction contracts can be let, I have authorized 
as soon as they can employ sufficient personnel, which consist of one psychiatrist 
and possibly a few nurses, to open it up again as an NP building pending the 
decision incident to it being made into a TB-NP building. 


By letter of December 16, 1948, the Chief Medical Director ex- 
pressed his concern about this matter, stating the following: 


Medical decided some time ago that we definitely wish to go ahead with this 
project as a part of our over-all plan for taking care of the TB-NP load. The 
only reason for delay has been due to the Construction Service regarding the 
advisability of altering the existing building or recommending the erection of a 
new building. The question involved is merely one from an engineering stand- 
point and not from lack of a decision by medical. We previously had to go to a 
great deal of expense and trouble to move all the patients and the staff from this 
building to the VA hospital at Temple. Iam afraid that if the building is again 
filled up with patients and the alteration project is approved, we will have to go 
through the whole thing over again. 

I am asking Mr. Dryden today to look into this project at once and see if we 
can make a final determination as to its development. 

In the meantime, I strongly recommend that you counteract your authorization 
for the employment of personnel and the opening of these beds for straight NP 
cases, 

The following text of an office memorandum dated March 28, 1949, 
from the Administrator to the Chief Medical Director, indicates what 
transpired subsequently in disposing of this matter: 

Just to clear up my files, your air-mail note of December 16 on the question 
of my ordering the opening of the building at Waco hospital to take NP patients. 

Your records should show that in conference we agreed, and construction is 
going ahead, on the basis of opening that building for straight NP, and if it is 
necessary to have a building for NP-TB patients, plans for an additional building 
will be draw n. 

It is clear from the foregoing that the Administrator took this 
action because it was apparent that conversion of the building to 
TB-NP use would, under the circumstances, be considerably delayed. 
He promptly advised the Chief Medical Director of his action and 
the latter had ample opportunity, which he took advantage of, to 
communicate with the Administrator before the building was actually 
reoccupied. It is also clear that the problem did not arise by reason 
of a proposed conversion of the building to eliminate structural 
danger to the health of patients and the staff, but rather because of 
the original plan to convert it from an NP facility to a TB-NP build- 
ing, and that when this did not materialize within a reasonable time, 
the Administrator concluded that the building should not be allowed 
to stand idle. 

Conditions at Waco were brought to my attention by Members of 
Congress, representatives of veterans’ organizations and members of 
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the hospital staff asking why the building was held idle when beds for 
NP patients in that area were so scarce. It was even claimed by 
some that NP veterans were being thrown in jail for want of hospital 
accommodations. 

6. It is stated that until about a vear and a half ago Veterans’ Administration 
doctors designated or assigned to take graduate courses in physical medicine and 
rehabilitation for a 6-week period were approved by the Chief Medical Director 
and that such assignments went through routinely in such a manner that the 
training institution knew long in advance the numbers and names of persons 
designated for such training. Such advance knowledge enabled the training 
establishment to make proper plans ahead of actual beginning of the course of 
training. Now, it is charged, that for the last two classes the training institution 
has not known sufficiently beforehand who the trainees would be to enable them 
to make proper plans. This, it is charged, is due to the fact that each individual 
designated for this training must now be personally approved by the Adminis- 
trator. In view of the slight degree of contact between the Administrator and 
these individual doctors and the Administrator’s assumed inability to evaluate 
their professional qualifications for such assignments, the motives underlying 
such a procedure are questioned. Moreover, such approval by the Administrator, 
it is charged, has created a bottleneck in the orderly conduct of this training 
program. 

The specific reference to the training of doctors in physical medicine 
and rehabilitation is not understood. However, without restriction 
to this particular category, it may be stated that my predecessor 
took general action which among other things denied authority to 
the then Chief Medical Director to approve the attendance at courses 
of training of individuals of the Department of Medicine and Surgery. 
I refused to change this procedure during the tenure of the former 
Chief Medical Director. Accordingly, the ¢ sharge is incorrect by imply- 
ing that such a delegation did exist until a year and a half ago. It 
is also unsupported by the facts in asserting that a bottleneck exists 
in the orderly conduct of the training program by reason of the fact 
that each individual designated for training must be personally ap- 
proved by the Administrator. It is true that during the tenure of the 
prior Chief Medical Director, the procedure was for the Administrator 
to make final approval of travel for Department of Medicine and 
Surgery employees to attend courses of instruction. However, no 
record can be found of a refusal by the Administrator to approve the 
attendance of any individual at such courses. Although the require- 
ment of final action by the Administrator involved a slight additional 
period of time, this double cheek on an activity which entailed 
special type of expense did not operate as a retarding factor and any 
time lag was insignificant. 

By Authorization Order No. 373 of March 30, 1951, the Admin- 
istrator delegated to the present Chief Medical Director authority 
to take final action on ‘this procedure, without reference to the 
Administrator. 

Senator Humpurey. Thank you very much for.a most comprehen- 
sive statement. 

I want, in the few minutes that we have here before we recess and 
possibly come back, just to make one or two observations on this 
and then set a time for us to get together again. 

One of the things that I have noticed is the clarification here of 
certain policies which were rather nebulous and the last page is the 
conclusive evidence of what I am talikng about. For example, 
Authorization Order No. 373 on March 30, 1951, where there is no 
shadow of a doubt now as to where the responsibility lies. 
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I think a good deal of our problem and a good deal of the cause of 
this controversy, if my friend the Administrator will permit me to 
say so, is that he has had these ideas in mind and has worked them 
in on the basis of fairness, but has not put them down in orders such 
as we have here. 

The evidence we had before the committee was with reference to 
the instruction courses, not that they had been denied, not at all, 
but that there was always the fear of their denial or the suspicion 
of the denial, and basically the inherent administrative red tape, if 
you can use that word, and I do not use it with any meaning of bad 
practice but that it took so long to get the approval. 

This is not unusual in Government, in fact it is customary. But, 
with this order that is pinned down. 

As I listened to the testimony there have been several orders issued 
recently which pin down things which were not pinned down before. 
I wanted to make that observation and then I want to go back through 
this in reverse order because our minds are fresher on that basis. I 
am going to give you my candid opinion about it because you have 
been extremely candid. 

Let us take, for example, with reference to this Waco Hospital. 
It is true that the Administrator made that decision, and it is true that 
the Medical Director took exception to the decision. 

Now I am not arguing about which one of the two men were right, 
I am not interested. It is just the opinion of this subcommittee 
from the evidence that it has received that these decisions ought to 
be made through the Chief Medical Director and not per se by the 
Administrator. 

For example, I have many letters in my office that I can give to the 
Administrator and he will be busy for the next 15 years checking up 
on each individual complaint. This is just a matter of administration 
insofar as this subcommittee is concerned, and I am not speaking now 
just for myself because we have talked about this. 

The feeling of the subcommittee is that if the Waco Hospital, for 
example, should be reopened that is a policy decision that should be 
decided within the confines of the Veterans’ Administration, and 
there should not be the unilateral action of the Administrator and then 
the subsequent controversy with the Chief Medical Director. It 
should be decided once and for all, and through the Chief Medical 
Director the order should be given. 

General Gray. That is the way it was, Mr. Chairman. 

Senator Humpurey. That is not what the testimony reveals at all; 
that is not what your statement reveals, Mr. Gray. Your statement 
reveals without any shadow of a doubt, and I quote from page 42 of 
your statement as follows: 

In the course of a visit at the installation on or about November 28, 1948, the 
Administrator noted that the building in question (No. 11) had been out of 
service for over 6 months, with no patients, and as a result of his investigation, 
he advised the Chief Medical Director by memorandum of November 29, 1948, 
from Dallas, Tex., that ‘‘until a decision is made and construction contracts can 
be let, I have authorized as soon as they can employ sufficient personnel, which 
consist of one psychiatrist and possibly a few nurses, to open it up again as an 
NP building pending the decision incident to it being made into a TB-NP 
building.” 

It appears to me that to do this sort of business on the road, so to 
speak, on the run, is not just the right kind of policy; that is our 
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opinion. I am not saying that the right decision was not made, 
Mr. Gray. 

As a matter of fact, I think you can fortify by extra documentation 
every decision that you have taken. 

For example, the location of the building out at the Fort Snelling 
Hospital, I think by your own statement it is revealed, and I quote: 

Several alternate locations were submitted to the Administrator, and on 
March 17, 1949, he approved a plan for locating the new addition where it is 


presently being constructed, that is, north of and in front of, and connected to 
the main hospital building No. 1. 


By memorandum of May 3, 1949, the Chief Medical Director urged that the 
Administrator reconsider the location of the new addition. 

At a conference held on August 24, 1949, in the office of the then Acting Chief 
Medical Director, * * *. 

What | am trying to point out again is here was the Administrator 
out in the field making these decisions. Maybe that is the way it 
ought to be but it appears to me that this is a matter of protocol, 
this is a matter of coordination with your Assistant Administrator or 
Chief Medical Director, and I think that is what part of the problem 
has been. 

General Gray. Well, there has been as far as I am concerned no 
particular problem except the general problem of a man saying one 
thing to my face and doing differently. That has been my problem. 
Otherwise there has been no particular problem. I have documented 
everyone of these specific illustrations with facts, and if you will look 
at some of those you will notice that while a decision was made the 
operation and the utilization of time incident to carrying out that was 
given to the Medical Director immediately so that it could be properly 
implemented and he discuss it with me if necessary or desirable. 

Senator Humpurey. Do you not feel, Mr. Gray, that what you 
have done here is that you have given the decision and then the 
argument proceeds as to whether or not the decision was right and 
then you have to give a second decision? 

General Gray. No, Mr. Chairman, I do not think so. I concede 
this, that the laws of this land place on me the responsibility for 
carrying out the dictates of Congress incident to the care of patients 
using this particular medical side of the picture as an illustration. 

[ find in connection with the Temple situation and the Waco situa- 
tion a place where veterans with neuropsychiatric troubles are being 
thrown in jail for want of a better place to care for them. 

Senator Humpnrey. We have all kinds of testimony from over the 
country where you find that. 

General Gray. Here was an empty building that could be utilized 
to minimize to the degree of the capacity of that building. As I said 
in my testimony, everyone that contacted me there told me of this 
situation and I took an administrative decision which I will stand on 
that until a decision could be made and a procedure provided and 
construction taken care of with respect to a new change in the picture 
which necessitated from a medical standpoint the adaptation of a build- 
ing or the construction of a building to care for a patient that had a 
combination neuropsychiatric or tubercular condition, that there was 
no justification for it when it took only three or four people to take 
care of some 40 men, for this building to be idle. 
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1 will stand on that as being unnecessary of explanation. If the 
other fellow does not like that kind of operation that is something 
different, but I consider that to be correct. 

Senator Humpurey. I am just pointing out that I am not denying 
your decision was correct and justified. It is only this, that if you 
wish to get the cooperation of medical people and have the firm 
assuredness of their support and their cooperation it appears to me 
that this has to be worked through channels. Why do you have a 
Medical Director if you make these decisions yourself? 

General Gray. That is a situation which is exactly true and is fully 
and completely understood by the present Medical Director. It 
could not be achieved with the previous Medical Director. 

Senator Humpurey. You know what I have told you, that I am not 
interested in personalities. 

General Gray. I understand that, I am trying to keep out person- 
alities in any way, shape, or form, but I am being charged with 
specific things, and to that extent I am denying most of them em- 
phatically and categorically, and I think I have brought proof to the 
effect that I have. 

Senator HumpuHrey. I would say that insofar as the specific instances 
we have given you we were seeking primarily your explanation of those 
instances. I think it is fair to say that these were but examples of 
what were brought to our attention of what the subcommittee at 
least tentatively had assumed or concluded was a pattern and what 
we are desirous of obtaining today and in subsequent meetings, if we 
need them, is a clearcut statement by directive, by memoranda, by 
order, of the pattern which you verbally say is the existing operation 
of the Veterans’ Administration. 

General Gray. It would seem to me then that possibly the sub- 
mission of two documents, namely, the delegation of authority to the 
present Medical Director, Chief Medical Director, and the one that 
the previous Medical Director operated under would suffice to indicate 
specifically that responsibility and then, very fortunately, you have 
invited the present Chief Medical Director to testify, and I would like 
very much indeed for you to have the benefit of his comments. 

Senator Humeurey. We do want to have the benefit of them. 

General Gray. Yes. 

Senator Humpurey. Needless to say, I think every member of this 
subcommittee feels that we are Ape: red to have a man of the 
capacity, ability, and experien Admiral Boone. 

General Gray. I would like i ae for your particular benefit that it 
is My scnaldnaee opinion, shared in by my friends and authorities, that 
I have great confidence in that I have secured a man with the qualifica- 
tions, the capacity, ability, and experience, the like of which no other 
man has in the United States today, and I am more pleased than I can 
express that he sacrificed a dream of a lifetime of retirement to assume 
the position. 

That is the only way that I was able to get the kind of man that was 


required in this position. 

Senator Humpurey. Mr. Gray, here is the nub of this whole investi- 
gation, if you wish to call it that, or study, of the VA medical program. 
There is no complaint on the part of this subcommittee as to the 
quality of medical care because we honor and respect the quality of 
the medical care. 
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I think it is fair to state that there is no feeling on the part of any 
member of the subcommittee that you as an individual and as an 
administrator are anything else than dedicated to a high type of 
medical care. What we are deeply concerned about is the fact that 
in administrative action decisions are taken, decisions which may very 
well be appropriate ones but are taken prior to the consultation with 
your Medical Director and later on it opens up into controversy 
between you and your Medical Director either where your order is 
rescinded or it has been substantiated. 

My feeling is that if medical men are to operate 

General Gray. I do not remember : rescission. The question was 
with regard to a misunderstanding. I did not direct the elimination 
of animal houses in veterans’ hospitals. I only directed that certain 
specific rooms adjacent to patients would not be used for that purpose. 

Senator Humpurey. But later on the order was restated that they 
would be used. 

General Gray. Not necessarily and they are not today except in 
that one instance where a few animals are used of the nonnoxious 
type. They all recognized the justification of my decision, but my 
action was distorted to create the wholly incorrect impression that this 
was a case of snap judgment on my part for the purpose of discontinu- 
ance of the use of animals in hospitals. The question was never 
anything other than the location of animal houses; of course 1 under- 
stood the necessity for the use of animals at hospitals. The use of 
animals was never a question—only the location at which they should 
be kept. The thought was that it was snap judgment on my part 
for discontinuance of animals in hospitals. 

Senator Humpnrey. But it is true that you did make a decision 
on the spot? 

General Gray. I did. 

Senator Humpurey. To close up certain units, or not to use certain 
units. 

General Gray. That is different. 

Senator Humpurey. All that the chairman of this subcommittee 
is saving is that it seems to be sound administrative procedure that 
if vou have that feeling the thing to do is not to make the immediate 
decision on the spot before consulting with the Medical Director, 
but to give the Medical Director and his associates and whatever 
advisory committee that may be associated with the Medical Director 
and your office a chance to consider it. I do not see how you can 
expect to have concurrence of the Medical Director if the decision 
is made on the spot, and then later on there has to be an interpreta- 
tion of that decision. 

General Gray. Well, sir, I think the present Medical Director 
can speak for himself on that, and you will see it in a different light. 

Senator Humpnrey. We are looking forward to his testimony. 

The same thing that I cite here, Mr. Gray, was true with reference 
to the Des Moines Hospital where I think it was stated in the testi- 
mony, your testimony on page 37, and the record indicates that at 
the same time the manager discussed this matter with the Chief 
Medical Director. 

This again is just one of those examples where we feel that a deci- 
sion was made again by an administrator out in the field, the national 
Administrator, on his tour of inspection, making his decision. It 
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appears that this decision ought to have been made by the Admin- 
istrator after conference with the Chief Medical Director. 

It is just a difference of administrative philosophy. 

General Gray. This was what averviedy in the world would 
consider an absolute emergency. Here were polios, and it’s not shown 
in this direct testimony but indirectly that the chief of professional 
service and the manager of that hospital were scared stiff of cross- 
infection and communicable diseases in a hospital that was crowded 
to the nth degree, and it is just exactly as if I were to see a man lying 
hurt in the street and would not wait to call an ambulance but would 
pick him up in my car and take him to the hospital. 

If that kind of decision cannot be made by a man who has been 
chosen to head this Administration then I do not understand what 
he is expected to do. 

Mr. Retpy. Why was that decision not made or at least action 
initiated by the director of the hospital, who presumably was aware 
of the situation? Why had he not requested this action to meet this 
medical emergency from the Chief Medical Director? Why did it 
have to wait upon the fortuitous circumstances of your having to 
visit the hospital after making a speech? 

General Gray. Well, I cannot remember exactly. 

Mr. Reipy. It may be the fault of your medical administration 
set-up. 

General Gray. I cannot remember exactly, and therefore I do not 
care to answer specifically, but it is my remembrance, to my best judg- 
ment, that that had been taken up and no action taken. 

Mr. Reipy. The manager of the hospital had requested immediate 
action of the Chief Medical Director? 

General Gray. That is my best remembrance of the situation. 

Mr. Rerpy. I should think a case like that would very much justify 
your action and ought to be documented for the committee. 

General Gray. I will be glad to find it if it isso. Where isit? Itis 
my remembrance, to my best judgment, that the statement was made 
that an attempt had been made to eliminate the possibility of cross- 
infection there by elimination of these extra beds and with no avail of 
action, so I took action. 

(Note by General Gray: A subsequent check of the records has 
failed to disclose such a request by the hospital manager.) 

Senator Humpurey. Well, I can plainly see that this could be an 
emergency situation. Again, Mr. Gray, I am not saving that the de- 
cision vou made was not ‘the right decision. I am simply saying that 
if vou are going to operate an establishment that expends $6,000,000 ,000 
a year, your present budget, the Administrator cannot be out running 
hospitals and making decisions and be out here on a compensation 
board or on an adjustment board or pension case. 

It appears to me that it is a bigger operation than that. This is 
simply a conflict of administrative philosophy. 

General Gray. I do not believe that, Mr. Chairman, for the simple 
reason that this is the first instance in 40 vears of business life that I 
have had such a controversy. I think I know organization and how 
to handle organization as well as anybody. 

Senator Humpnrey. Organizationally I agree, but when it comes 
to the matter of medical practice, when it comes to a matter of these 
decisions 
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General Gray. I have had experience before in handling business 
organizations which embraced medical activities. 

Senator Humpurey. Well, I would say, Mr. Gray, that we have 
had a good deal of testimony from very competent people throughout 
this country that this kind of administrative practice is not looked to 
with too much favor and that is exactly what we are driving at in this 
session this morning. 

Now I have noticed, and I want to get back to this, that with 
reference, for example, to these travel orders, and I quoted from the 
last page of your testimony: 

It is true that during the tenure of the prior Chief Medical Director, the pro- 
cedure was for the Administrator to make final approval of travel for Department 
of Medicine and Surgery employees to attend courses of instruction. However, 


no record can be found of a refusal by the Administrator to approve the attendance 
of any individual at such courses. 


Then in conclusion you say: 


By authorization order No. 373 of March 30, 1951, the Administrator delegated 
to the present Chief Medical Director authority to take final action on this pro- 
cedure, without reference to the Administrator. 


That was less than 2 months ago. I commend you on that pro- 
cedure. That is the kind of procedure which I feel is sound. How 
can you have the time to approve travel orders for people who want 
to take a short course? 

General Gray. By working about 18 hours a day, sir. 

Senator HumpHrey. | have no doubt but what you are willing to 
put that much time in. 

General Gray. I am, sir. 

Senator HumpHrey. But now you find that it is a sound policy to 
delegate it to the Medical Director? 

General Gray. No; I think it is a little different policy, I think it 
is because | have confidence and full and complete understanding 
with the present Medical Director, which | could not secure before. 
I may state that the prior procedure involving my approval of travel 
orders in these cases did not cause any real delay whatsoever. |] 
always acted on these recommendations within a matter of hours. 

Senator Humpurey. I want to just read to you from the testimony 
of March 8, 1951, by Dr. Rusk, Dean Rusk, and I quote from page 
327 of the committee print of the testimony. 

One of the administrative difficulties, I think, is well exemplified by this rather 
trivial situation. At my college of medicine, for the last 3 years we have run 
postgraduate courses for doctors in physical medicine and rehabilitation, for 6 
weeks, primarily for VA doctors, and we run two or three such courses each year. 

He is referring now to the problem that I have directed my attention 
to here on page 46 of your prepared testimony, namely, the attendance 
of doctors at training schools. 

During Dr. Hawley’s regime and up until about a year or a vear and a half ago, 
these individuals were assigned to us weeks ahead, and we knew who was coming, 
and we knew when they were coming, and they came out of the education and 
research budget, and they were picked because of their ability. 

The last two classes, we have not known until just before that they were going 
to come, for the simple reason that every one of these individuals has to be per- 


sonally O. K.’d by the Administrator. I think that that is indicative of the 
bottleneck in the mouth of the funnel. 


This has been clarified, and I say that is very helpful. This is 
a minor detail, but again it is the kind of pattern that was related to 
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us again and again. Mr. Gray, I know that these specific instances 
are only a fraction of one percentage of the many decisions which 
you have to make, and there is no attempt on our part to say that you 
as an Administrator are not doing a competent and most able and 
devoted job, but our intention is here to see how we can iron out some 
of these difficulties which have cropped up. 

Possibly with Admiral Boone as your Chief Medical Director these 
can be ironed out. 

Let me give you another example. On supplies I was glad to 
hear you say what you did because you set the record straight on 
what your prior testimony had been. Have you issued any admin- 
istrative order to the effect that all supplies, medical supplies, speak- 
ing now only of medicinals and drugs for hospitals, must have the 
concurrence or the approval of the Chief Medical Director or one of 
his deputies? 

General Gray. To my best knowledge that is and has been the 
standing order of the Veterans’ Administration. 

Senator HumpHrey. Let me ask you a question with reference to 
that matter. 

General Gray. In other words, the supplies medical, drugs and 
supplies, are furnished on requisition by the Medical Department and 
are furnished under no other manner of handling. 

Mr. Rerpy. Is the list of supplies they can order prepared under 
the approval and concurrence of the Chief Medical Director? 

General Gray. Yes, sir. 

Mr. Reipy. And that is in writing’ 

General Gray. It has been and continues, and there has been no 
change of any kind under this procedure. 

Senator Humpurey. Let me ask you with reference to hospital 
construction. We have had before us in extended hearings repre- 
sentatives of the Public Health Service, the Surgeon General of the 
Army, and the Navy, and all the branches of the services. We have 
gone into their type of hospital management operation. 

We received clear-cut unmistakable testimony that not a single 
hospital is constructed nor are any plans made available for purposes 
of construction until they are stamped and approved and O. K.’d 
by the Chief Medical Director or the Surgeon General. 

General Gray. I have said that same thing identically, sir, and it 
is factual. 

Senator Humpurey. Is there any order to that effect? 

General Gray. It is standing orders. It has been in effect con- 
tinuously, and I have not changed one iota of it. 

Mr. Remy. Then there would be no objection to the VA putting 
in a statement in writing as to its procedure if it does not now exist, 
and that is what we are concerned with, the statement that the deans 
of the schools are going to withdraw their cooperation unless they 
receive certain assurance, 

If in writing VA’s regulations it is absolutely stated that no VA 
hospital will be built without the complete approval of the Director 
of the Medical Division that would resolve that problem. Perhaps 
it is already in writing. 

General Gray. I cannot say whether it is in that wording or in that 
specific category. 

Mr. Retpy. That is your intent, I believe you said? 
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General Gray. It is not only the intent, but the action. 

Mr. Reipy. Then there would be no objection? 

General Gray. I have no objection at all because I rely on the Chief 
Medical Director to give me full and complete medical advice, and 
since the construction of a hospital is that in which he has to work to 
render service, medical care to patients, it is absolutely necessary 
that he be in complete agreement with the plans as advertised and 
the building as built, and that is to my best knowledge and belief the 
exact situation. Whether it is spelled out in just so many words in 
some of the very multitudinous, shall we say, instructions or bulletins 
or what not, I am not prepared to say, but that is the action that is 
being taken, and I am quite confident that it is there somewhere in 
some form. 

Mr. Rerpy. But if it would help reassure the deans committee—— 

General Gray. I have no objection whatsoever to making a state- 
ment, and in fact I have in writing, which I will be perfec tly glad to 
submit as an exhibit, a joint memorandum to the Chief Medical 
Director and to the Assistant Chief in Charge of Construction that 
all alterations, plans, and specifications incident to alterations or 
improvements or betterments or what not in veterans’ hospitals will 
come to me with a joint recommendation of those two departments. 

Mr. Rery. And with the specific statement that no plans would 
be approved unless the Chief Medical Director had approved them? 

General Gray. That is included in that if it comes to me with the 
joint recommendation it has to have his recommendation and approval. 

Mr. Reipy. I was thinking in terms of phraseology, sir. Every- 
thing you have said so far indicates that you are not only prepared 
to but have always acted on the assumption that the principles the 
deans say of the basis of their cooperation would be put into effect, 
so 1 presume there would be no objection to spelling them out so 
that they may be reassured that that is going to be continued practice? 

General Gray. Wording sometimes is important, and yet it is at 
times infinitesimal. The fact of a statement, and I am a rather factual 
sort of person and not many people misunderstand me, when I say 
that there is no construction, alterations, additions or betterments 
to be had or made in the Veterans’ Administration unless it comes to 
me for final decision and approval by the Congress and the Budget 
and the rest of it, without the joimt recommendation of the Chief 
Medical Director, who in reality approves the layout, as it were, and 
the Chief of Construction and Supply advises me properly as to the 
cost of what that facility will be. 

Now we have criteria which has been worked up jointly between 
the Construction Division and the Medical Department in which 
all general factors of relationship of size and utilization of buildings 
is a joint recommendation and a joint concurrence. That is already 
there. 

Mr. Remy. Then can we assume that that same thing would 
apply, and if it is not clear now you would be willing to clarify it 
with regard to the professional equipment in a hospital? 

General Gray. That also very definitely applies. There is not a 
piece and never has been a piece of equipment sent to a hospital ex- 
cept on requisition from the Medical Director. 

Mr. Reipy. Presumably, if that is not clear, because it may be 
scattered throughout existing directives, you would have no objection? 
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General Gray. None whatsoever to spelling it out. 

Mr. Reipy. To the effect that no piece of medical equipment 
would be sent to a hospital without requisition and approval of the 
Chief Medical Director or his deputy? 

General Gray. That is correct. That is what is in effect and some 
people have been told that it is not in effect and to that end there is 
misunderstanding. 

Senator HumpHrey. Let me give you an example of what we were 
told. I read now from Dr. Harold Diehl of the University of Minne- 
sota, he is a good friend of yours and holds you in high regard, as you 
know. This is on page 306 of the hearings before this committee on 
March 8, 1951, in the committee print. 


Now, as to construction, until the branch office system was abolished, it was 
possible to have construction up to $1,000 locally authorized and administered. 
This allowed prompt completion of many small projects for more rapid and 
efficient utilization of space, personnel, and for more satisfactory patient care. 
All funds for construction must now be authorized through Central Office. 

Despite the fact that the construction program in the Veterans’ Administration 
is limited almost exclusively to the building and maintenance of hospitals and 
clinies, the Chief Medical Director has no authority over this program. This 
program is entirely within charge of the Assistant Administrator for Construc- 
tion, Supply and Real Estate, who holds equal rank with the Chief Medical 
Director in the organizational pattern of the Veterans’ Administration, and he is 
responsible only to the Administrator. Many projects are held up in the con- 
struction office beyond all reason, despite the fact that funds have been available 
for some time. The coustruction at the Minneapolis Veterans’ Hospital of an 
experimental surgery laboratory was delayed for 3 years, and we understand that 
this delay was primarily in the construction office, despite every effort by the 
Department of Medicine and Surgery to unfreeze these plans from construction. 

Regulations provide that even any type of buzzer call system cannot be in- 
stalled without Central Office authorization. When the blood-bank refrigerator 
system was installed at the Minneapolis Hospital, it was impossible, because of 
this regulation, to have the alarm buzzer svstem attached to the refrigerator to 
warn of temperature changes in the refrigerator, and before permission could be 
secured from Central Office to install this alarm svstem, a mechanical failure did 
result and approximately $1,609 worth of purchased blood was lost. 


Now if that is true I want to know why that has to be when in some 
of the hospitals in the Public Health Service which are not exactly 
small hospitals, Dr. Hunt has this to say: 


Dr. Hunr. The administrative functions within the hospital are made up of the 
personnel activities, the budget and fiscal operations, the maintenance operations 
within the hospital, and the other supporting services, which permit the function- 
ing of the hospital as an administrative unit. 

Senator Humpurey. Now, your hospital manager, then, as I understand it, is a 
phvsician? 

Dr. Hunr. Yes, sir. 

Senator Humepnurey. And that gentleman, that professional manager, has 
administrative jurisdiction, administrative control and coordination, over all of 
these what we call managerial services, these administrative services? 

Dr. Hunr. Completely, ves, sir 

Senator Humpurey. Is there anvone, let us say, from topside, top level person- 
nel, that comes in from the outside? Do you have a supply officer or a budget 
officer or a special service officer that can come on into the hospital and give this 
overall director orders? 

Dr. Hunv. That all flows through the responsible individual. If it comes from 
higher up in headquarters, it flows through the Chief of the Division of Hospitals 
to the medical officer in charge of the hospital, to the operating units within the 
hospital. 
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Dr. Hunt goes on over here to point out on the hospital construction. 


Senator HumpnHrey. Now let me ask you this: How about building a hospital? 
Let us say, for example, that there was a fire that destroyed one of your installa- 
tions. I am assuming that we are not going to expand any of these things. We 
have to keep down these expenditures. So let us assume there was a fire and we 
just had to replace one. It demolished the entire building. All patients, for the 
record, are evacuated with no injury or discomfort. Now we are going to re- 
build. Do you have an engineering service that builds these hospitals? 

Dr. Hunr. No, sir, we have within our own organization an Advisory Construc- 
tion and Maintenance Section, which operates only at the level of advising on 
routine upkeep. In the case of full scale replacement of a hospital, we depend 
upon the Public Buildings Service. That has been our relationship for a long 
time and they do in fact do the major maintenance in all of our hospitals. 

Senator Humpurey. The Public Buildings Administration? 

Dr. Hunt. Yes. 

Senator HuMPHREY. But how about your professional man, your doctor, your 
chief medical man, who is going to be in charge of this hospital, and your top 
professional people here at the Washington level? Do you have anything to say 
about the design of that hospital? Do you check plans? Do you permit some 
fellow that is used to building post offices to build you an operating room without 
any checking? 

Dr. Hunvr. Not at all, sir. We are consulted to a very high degree in the con- 
truction of new buildings or reconstruction of existing buildings. 

Senator Humpurey. Do you have that in your prepared statement as you 
go along? 

Dr. Hunt. Not this particular point. I think that I can give you a cita- 
tion, here, which will cover the question you have just raised. 

Then coming down a little further Dr. Masur says this: 

The entire design, down to the last detail, is requested by the Public Health 
Service and carried out by the architects and engineers of the Publie Buildings 
Service. That includes all of the advice which we can get from the outside, all 
of the consultant services which we can get from within the various operating 
divisions of the Public Health Service; and our relationship with Public Build- 
ings Service has been extremely cordial, and we could ask for nothing more than 
the way in which they are carrying out our requests based upon professional 
consultation with us, which in turn is transmitted to the Public Buildings Service. 

Now in going through Dr. Hunt’s testimony he points out that 
when it comes to any repair or renovation the local manager has the 
sav over that, he makes the request. 

General Gray. We have the same thing. 

Senator Humpurey. How about Dean Diehl’s charge here? 

General Gray. He is just not entirely correct, str. Now there 
is an allocation to funds for maintenance and operation of these 
hospitals made in which the local manager has full and complete 
control. When it comes to major alterations and major additions or 
betterments in the set-up of the hospital then it requires Central 
Office activity. 

Senator Humpurey. With regard to the buzzer svstem, I think 
he documented that. 

General Gray. The buzzer system would be considered an addition 
and betterment to the extent that it is necessary to have Central 
Office control. 

Senator Humpnrey. And you turn that over to your Real Estate 
Division? 

General Gray. That is right. If we turned every one of these 
over to the doctors, and there will be 174, to do as they all individually 
see fit without rhyme or reason or uniformity, we would have the 
most complete chaotic condition in the world. 

Senator Humpurey. We recognize the necessity of over-all coordi- 
nation. 
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General Gray. But what I have tried to say to you, sir, is that 
from an emergency standpoint of any kind they will take action. 
They are authorized to take action, and they do take action. 

Now sometimes some people get an erroneous idea of what is first 
come first, and to that end what they individually think is important 
may not be in the over-all important at all. As a result of that there 
are individualisms that come into the picture, and from the stand- 
point of the over-all, as I said in my testimony, the only three hos- 
pitals and offices that I have not been in and talked to and studied 
both the manpower and their operations, have been these three right 
at my back door here, Perry Point, Fort Howard, and Martinsburg, and 
merely because they were so close and I knew I could get to them at 
any time, I have not found the time to go there. But as for every 
other installation I have been in them at least once and many of 
them many times. 

There is not a single instance of my not exposing myself to every- 
body and talking it over on the ground locally with everybody about 
many of these things that have been brought up in this discussion 
which have ever been intimated to me at all. 

On the other hand, in this particular trip that we have just con- 
cluded out to the Pacific coast, out to the Twin Cities, Miles City, 
Sheridan, Helena, Spokane, Seattle, Bedford, Roseburg, all of the 
Bay area of Los Angeles and San Francisco, the admiral was with me. 
I could never get the previous medical director to go with me. 

Senator Humpurey. I surely feel that that is desirable. 

General Gray. I agree that it is desirable and he agrees that it is 
desirable. We understand each other, we work as a team with 
mutual and complete confidence in each other, but I could not get 
that support from my previous director. 

Senator Humpurey. I think you know what we are interested in, 
the sort of team work and confidence. 

General Gray. That is what we have, and the organization con- 
templates that. 

Senator Humpurey. Gentlemen, if it is agreeable we will recess at 
this time until 10 o’clock tomorrow morning. 

(Norr.—In addition to the charges presented to the subcommittee 
as indicative of poor or improper administrative practices in connection 
with VA’s medical care program which have been set forth above 
together with the Administrator’s replies thereto, the subcommittee 
received four additional and specific charges. These charges and 
General Gray’s reply thereto are set forth in the following corre- 
spondence :) 

JUNE 25, 1951. 
Hon. Cart R. Gray, Jr., 
Administrator, Veterans’ Administration, Washington, D. ( 

Dear GENERAL Gray: The Subcommittee on Policies and Practices of the 
Veterans’ Administration With Respect to Medical Care is currently analyzing 
testimony and preparing its report. In connection therewith we find that four 
of the charges made as illustrative of administrative difficulties besetting the 
Chief Medical Director have not been officially referred to you for your inter- 
pretive comments or refutation. 

In accordance with our practice of not permitting the publication of any 
charges without concurrent release of replies thereto, I am herewith enclosing two 
copies of those charges and requesting that vou submit vour comments thereon 
at the earliest aaa le moment. 

Sincerely 


Huppert H. HumMpurey. 
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EXAMPLES OF DIFFICULTIES ENCOUNTERED BY CHIEF MeEpiIcaL DirEcToR 


1. Without consulting the Chief Medical Director, a hospital project for 
installation of an aseptic technique program at Butler, Pa., designed to meet 
medical needs, was canceled by the Administrator on or about August 4, 1948. 
In October the Chief Medical Director received the following “courtesy copy” of 
a communication from a division under the Assistant Administrator for Con- 
struction, Supply, and Real Estate to the deputy administrator of the respective 
branch office. 

To: Deputy Administrator, Veterans’ Administration Branch Office No. 38, 

Philadelphia, Pa. 

Subject: Project No. 3-4 67, Change Building No. 2 to TB, VA Hospital, Butler, 

Pa. 

(Attention: Director of Construction, Supply, and Real Estate Service. 

1. Reference is made to your letter dated October 11, 1948, subject: ‘Aseptic 
Technique Program, VA Hospital, Butler, Pa.’’ 

2. By letter of August 4, 1948, you were advised by the Assistant Administrator 
for Construction, Supply, and Real Estate that the Administrator directed the 
cancellation of the above subject. 

3. The aseptic technique program as outlined in your letter of October 11, 1948, 
proposes the changing of Building No. 2 to TB along with other ward buildings 
Since this would be a circumvention of the Administrator’s wishes approval will 
not be given. 


W. R. Tacsorrt, 
Chief, Design Division. 


In a memorandum to the Administrator dated October 28, 1948, the Chief 
Medical Director protested the cancelation of the project as follows: 


OcToBER 28, 1948. 
To: The Administrator. 
From: Chief Medical Director. 
Subject: Cancellation of project for installation of aseptic technique, Butler, Pa. 

1. I am enclosing a copy of a courtesy copy received from the construction 
service relative to a project at Butler, Pa. This project was for the purpose of 
making a gradual shift in the use of beds at the Butler Hospital from general 
medical and surgical use to tuberculosis use as there is a great need for tuberculosis 
beds in Pennsylvania and this hospital offered the greatest opportunity for meet- 
ing our needs. 

2. This is another instance of cancellation of a project which was designed for 
medical needs, without any reference to the Department of Medicine and Surgery 
or any request for advice from this Department by the Assistant Administrator 
for Construction, Supply, and Real Estate. 

Paut B. MaGnuson. 


2. Without consultation with the Chief Medical Director, a contract was 
awarded in March 1948 for the purchase of certain dental units to be used in 
equipping new hospitals. <A sufficient quantity of the type of unit purchased 
already was on hand in VA supply depots. Moreover, the type of unit con- 
tracted for was not a type desired by the dentists who were to use them. This 
circumstance later came to the attention of the Chief Medical Director who 
received a memorandum on the subject from his Assistant Medical Director for 
Dental Service. This memorandum, dated October 21, 1948, is as follows: 


OcTOBER 21, 1948 
To: Chief Medical Director. 
From: Assistant Medical Director for Dental Service. 
Subject: Supplies and equipment, Dental Service, Department of Medicine and 
Surgery. 

1. At the present time the “supervision”’ of the purchase of supplies and equip- 
ment, the establishment of standards, ete., in the Dental Service, Department of 
Medicine and Surgery, Veterans’ Administration, is performed by Dr. E. M. 
Kennedy. Dr. Kennedy, as Chief of the In-Patient Division, Dental Service, 
has sufficient professional responsibility to require his full time. It seems an 
uneconomical use of professional experience to detail Dr. Kennedy to such a job. 

2. Upon cursory investigation, the situation appears to be one that requires 
the full-time attention of a competent person experienced in the dental equipment 
and supply business. 
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3. An example of the sort of thing that has caused me to suspect that the 
system as it presently operates may work a hardship on the taxpayer is the recent 
(March 16, 1948) award by the Army engineers, without consultation with VA 
Dental Service, of a contract for 99 Weber dental units at $900 each for installation 
in the 19 newly authorized hospitals. The over-all price for these Weber dental 
units was $89,100. At the time that the order was placed, there were on hand, 
in the VA depots, 534 available dental units of the following makes: 


Weber | Ritter (S.S.White| Total 


In usable condition 11 52 | 197 
Could be economically repaired 135 2 ( 337 


Totaf . 2h: 5 534 


These units which were already in stock represent an original investment that 
exceeds $400,000. 

t. A further example which, fortunately, was caught in this office, was the 
proposed purchase of $50,000 worth of lingual bars of a type which had been 
found unsatisfactory in the field. Yet at the time that this purchase was pre- 
pared there were 7,234 lingual bars on hand in the depots. 

5. I have endeavored without success to secure a breakdown of the expenditures 
the past fiscal year for expendable and nonexpendable dental supplies and dental 
equipment. However, it was learned that $399,000 was expended at the local 
level for minor supply items. This gives some indication of the probable over-all 
costs. The fact that the Veterans’ Administration has a contract with one man- 
ufacturer in the amount of $75,000 per annum to supply artificial teeth is an 
indication this is ‘‘big business.’’ (Incidentally, I have been informed that the 
only possible means of determining how many Steele facings, an integral part of 
most bridgework, were used in our dental clinics during the past vear would be 
to consult the manufacturer of this pattented article.) The Veterans’ Adminis- 
tration dental clinics use large amounts of gold, gold solder, etc., during a fiscal 
vear. I have been unable, up to the present time, to learn what these items cost; 
but it is safe to estimate that the total would be several hundred thousand dollars 
each year. Dr. Kennedy is of the opinion that the serviceable dental chairs, 
units, and cabinets on hand in depots approaches a total investment of $1,000,000. 

6. I am persuaded that a person experienced in the dental-supply business, 
attached to the Dental Service, and directly responsible to the Assistant Medical 
Director for Dental Service, should be engaged to make a study of our require- 
ments and to keep in close touch with those agencies responsible for procuring 
dental supplies and equipment. I feel that this person, if vested with sufficient 
authority, would effect very substantial savings to the taxpayer. 

Bron R. East, D. DS. 


The Chief Medical Director protested this unilateral action of the supply 
system in the following personal letter addressed to the Administrator under date 
of October 29, 1948: 

OcTOBER 29, 1948. 
Personal and confidential. 
Gen. Cart Gray, Jr., 
Hotel Sheraton Bon Air, Auqusta, Ga. 

Drar Cart: When we had our pleasant visit on Wednesday I read you part 
of a memorandum from Dr. East, Assistant Medical Director for Dental Service. 
Enclosed is a copy of that memorandum to refresh your memory. 

When I took this up with Mr. Dryden he told me that they had decided they 
should not use any of this old stuff in our new hospitals. I asked him if he knew 
that the dentists universally did not like a Weber unit and he said that he didn’t 
but that was what the Army engineers got on the bid. I don’t know the back- 
ground of this at all and I am making no accusation, but I do know that dental 
chairs last for many years and that the Army ordered 99 Weber units, of which we 
had 253 in stock. The reason why we have 253 in stock is because the dentists 
do not like them. On the other hand, we had a fewer number of Ritter and 8. 8. 
White units, both of which the dentists favor and they would be satisfied with 
either. We had 185 Ritter and 106 8. 8S. White units, which could cover all the 
requirements in our new hospitals. 
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You and I have agreed that this institution should be run as economically as 
possible and still give top medical service. Why someone else should decide to go 
out and spend $89,000 for new equipment which could be supplied from our own 
stock is more than I can understand. Especially when it is done without con- 
sidering what the Medical Department wishes. This may have been on the criteria 
that you and I have a headache about. 

Dr. East just came in here and he may not know the background of this thing, 
but I think his suggestion is a good one. Before the Army engineers spend $89,000 
for new equipment, I think they should explain the necessity for it to me. 

Sincerely yours, 
Pav, B. Maenvson, M. D. 


3. Without consulting the Chief Medical Director, a minor research laboratory 
project for the hospital at Batavia, N. Y., was canceled by the Administrator. In 
& memorandum to the Administrator, under date of November 2, 1948, the Chief 
Medical Director renewed his request for approval of the project as follows: 


NOVEMBER 2, 1948. 
To: The Administrator. 
From: Chief Medical Director. 
Subject: Research problems at VA hospital, Batavia, N. Y. 

1. With regard to this so-called research laboratory at Batavia, N. Y., this was 
not designed as a formal research laboratory such as are established in hospitals 
close to medical schools. [I would not approve any modifications in this labora- 
tory which would involve structural changes or anything but very minor expenses. 

2. The dean’s committee at the University of Buffalo is working in this hospital 
and they have a residency training program there at present. They wanted a 
small laboratory so that the residents could carry on investigations which deal 
with certain types of infections under the supervision of some of the men on the 
dean’s committee who go to the hospital regularly. 

3. Dr. Cushing’s department assigned less than $5,000 to them for equipment 
and supplies. The room that you saw in the basement has electricity and I think 
the water supply is handy. They can construct everything they need in the way 
of shelves, counters, and cupboards from the money assigned by Dr. Cushing from 
the research fund. I believe they should be authorized to use it. 

1. The manager, being a lay manager, did not know, when he spoke to you 
about, what the plans were and did not inquire from his staff. Consequently 
vou received some misinformation in this instance. There will be not structural 
changes and it will not even involve the employment of a laboratory technician 
because the work is to be done by the residents in their spare time. 

5. I would appreciate your decision on this matter at an early date. 


PauL B. MAGNUSON. 


4. Further strong indication of administrative confusion, and extraneous 
decision affecting the care of patients is brought out in the following personal 
letter, dated October 28, 1948, from the Chief Medical Director to the Admin- 
istrator: 

OcToRBER 28, 1948. 
Personal and confidential. 
GEN. Cart R. Gray, Jr., 
Hotel Sheraton Bon Air, Augusta, Ga. 


Dear Cart: In connection with my inquiries about this construction program 
with regard to the double-feeding, single-feeding argument, I found that this was 
discussed and a number of meetings were held with construction, dietetics, and 
budget after consultation with the advisory committee on neuropsychiatry. The 
enclosed letter was prepared at that time to be submitted to the Bureau of the 
Budget in defense of this single-feeding project because they also asked why 
double feeding could not be made satisfactory in NP and other hospitals. Before 
the letter was sent, the budget called our Hospital Department and told them they 
need not send it because they had no intention of putting themselves in a position 
of practicing medicine and if the doctors, after due consideration, said they 
needed these things they should have them. ‘Therefore, the budget approved 
these various projects. 

To our surprise, we saw a courtesy copy of a letter, dated October 27, from the 
Construction Department, central office, to the Deputy Administrator, Dallas, 
‘Tex., directing them to discontinue any further consideration of the single-feeding 
project at Gulfport. This was the first we knew that this thing had been discon- 
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tinued. The courtesy copy of the letter came to us from the Construction Depart- 
ment after the letter had been sent. This was not taken up with us after you told 
Construction that you saw no objection to the double feeding. This is a good 
example of where between you and the Construction Department projects neces- 
sary for the medical care of patients have been canceled without consultation with 
me or any of my staff. 

I will have to eall your attention to the fact that many of the hospitals had 
very small bed capacities and the bed capacity has been gradually expanded 
without commensurate expansion of other auxiliary services. 

You told me you wanted balanced hospitals so the doctors could do their work 
and take care of their patients properly. I am sure that I would not set myself 
up in judgment when there was complete agreement between experts down the 
line. It is true that I would make them give their reasons for their judgment, 
but if they were vaild reasons I should approve them. 

There may be other reasons why certain of these projects had to be canceled, 
but those reasons should be stated to us before a decision is made. We are, I 
think, reasonable and intelligent individuals—or I might say reasonably intelligent 
individuals—and I hope reasonably reasonable individuals. 

It seems to me that things come to the Medical Department through the back 
door and we get orders, that some other department says you have given, second 
hand. As long as things go on this way we are always going to be at cross pur- 
poses between you, some other department, and me. 

I am perfectly willing to accept the responsibility of running this Department 
and to accept the blame that may come as a result of bad decisions, but I do not 
believe the decisions will be any worse on an average than those that come from 
vour other departments. At least I will have the pleasure of making them and 
backing them up if necessary. 

Sincerely yours, 


Pau.t B. Maanuson, M. D. 


Jury 9, 1951. 
Hon. Huserr H. HumpHrey, 

Chairman, Subcommittee on Policies and Practices of the Veterans’ Administra- 
tion with Re spect to Medical Care, Committee on Labor and Public Welfare, 
United Siates Senate, Washington, D. C 

Dear Senaror Humpurey: This is with further reference to vour letter of 
June 25, 1951, transmitting for my interpretative comments or refutation four of 
the charges made as illustrative of administrative difficulties besetting the Chief 
Medical Director. 

My answers are enclosed. 

My statement to the subcommittee on May 10, 1951, preliminary to answering 
the nine charges then under consideration, is equally applicable to the four charges 
here under consideration and I respectfully request that the mentioned preliminary 
statement be so considered. Accordingly, it is hoped that this transmittal letter 

gether with the enclosed statement will be placed in the record immediately 
following my previous statement, in order to make it clear that the prior general 
statement is applicable to both sets of charges. 
Sincere V vours, 


Gray, Jr... Administrator. 


Repty By Cart R. Gray, Jr., ADMINISTRATOR OF VETERANS’ AFFAIRS, TO 
CHARGES SUBMITTED TO Him FOR ANSWER BY THE SENATE SUBCOMMITTEE 
INVESTIGATING MeEpicaL CARE Po.icies AND PRACTICES OF THE VETERANS’ 
ADMINISTRATION, BY LETTER OF JUNE 25, 1951, From toe CHAIRMAN 


CHARGE 1 


“1. Without consulting the Chief Medical Director, a hospital project for 
installation of an aseptic technique program at Butler, Pa., designed to meet 
medical needs, was canceled by the Administrator on or about August 4, 1948 
In October the Chief Medical Director received the following ‘courtesy copy’ of 
a communication from a division under the Assistant Administrator for Con- 
struction, Supply, and Real Estate, to the deputy administrator of the respective 
branch office. 
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“To: Deputy Administrator, Veterans’ Administration Branch Office No. 3, 
Philadelphia, Pa. 
“Subject: Project No. 3-4 67, Change Building No. 2 to TV, VA Hospital, 
Butler, Pa. 
(Attention: Director of Construction, Supply, and Real Estate Service.) 


‘1. Reference is made to your letter dated October 11, 1948, subject: ‘Asceptic 
Technique Program, VA Hospital, Butler, Pa.’ 

‘2. By letter of August 4, 1948, you were advised by the Assistant Adminis- 
trator for Construction, Supply, and Real Estate that the Administrator directed 
the cancellation of the above project. 

“3. The asceptic technique program as outlined in vour letter of October 11, 
1948, proposes the changing of Building No. 2 to TB along with other ward 
buildings. Since this would be a circumvention of the Administrator’s wishes 
approval will not be given. 


W. R. Tavsorr, : 
Chief, Design Division. 


“Tn a memorandum to the Administrator dated October 28, 1948, the Chief 
Medical Director protested the cancellation of the project as follows: 

““OCTOBER 28, 1948. 
“To: The Administrator. 
“From: Chief Medical Director. 
“Subject: Cancellation of project for installation of aseptic technique, Butler, Pa. 

“1. T am enclosing a copy of a courtesy copy received from the construction 
service relative to a project at Butler, Pa. This project was for the purpose of 
making a gradual shift in the use of beds at the Butler hospital from general 
medical and surgical use to tuberculosis use as there is a great need for tuberculosis 
beds in Pennsylvania and this hospital offered the greatest opportunity for meeting 
our needs. 

“2. This is another instance of cancellation of a project which was designed 
for medical needs, without any reference to the Department of Medicine and 
Surgery or any request for advice from this Department by the Assistant Admin- 
istrator for Construction, Supply, and Real Estate. 

PauL B. Maanuson.”’ 


ANSWER TO CHARGE I 


This charge, taken as a whole, is apparently designed to create the impression 
that the Administrator summarily canceled a project at the Butler, Pa. hospital, 
without the Department of Medicine and Surgery having previously been advised 
or consulted about the matter. This charge is based on the two quoted commu- 
nications, which are entirely misleading when considered without reference to 
the whole background and setting of which they formed but a part. The following 
facts place this matter in a materially different light. 

In the fall of 1946, the VA Branch Office No. 3, of Philadelphia, Pa., submitted 
to the central office a proposal that Building No. 2 at the Butler, Pa., hospital be 
altered and adapted to use for tuberculosis patients. This was approved at the 
central office level for further planning and development. 

By letter of March 5, 1948, the branch office, at the request of the manager of 
the Butler hospital and with the concurrence of the branch medical director, re- 
quested cancellation of this project. Under date of March 10, 1948, a copy of this 
request for cancellation was referred by the Office of the Assistant Administrator 
for Construction, Supply, and Real Estate to the Medical Administration 
Service of the Department of: Medicine and Surgery, with request that advice be 
submitted containing comments and recommendations of that Medical Service. 

Thereafter, on March 30, 1948, the Acting Director, Hospitalization and Re- 
quirements Service, D. M. & 8., wrote a letter to the branch medical director, in 
which he quoted a material part of the previous communication from the branch 
office as to cancellation of the project and asked whether this matter had been 
coordinated with the branch medical service. Under date of April 6, 1948, the 
director, medical administration division of the branch office, informed the Acting 
Director, Hospitalization and Requirements Service, D. M. & 8., that the matter 
had been coordinated with the branch medical service. The files of the Depart- 
ment of Medicine and Surgery reflect a notation of the last-mentioned letter to 
the effect that no further action was required. There is no record of any response 
hy the Department of Medicine and Surgery to the Office of Construction, Supply, 
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and Real Estate to the latter’s mentioned reference of March 10, 1948, concerning 
the canceliation request. 

In this setting, and pursuant to regular procedures, there was forwarded to the 
Administrator, who was then engaged in an extended inspection tour of all field 
stations, a check list of various construction projects under consideration at the 
Butler hospital. This check list was prepared as of June 2, 1948, by the Office of 
the Assistant Administrator for Construction, Supply, and Real Estate. Since 
no reply on the disposition of the building No. 2 project had been received from 
the Department of Medicine and Surgery, that item was included therein as 
pending. 

Accordingly, after carefully inspecting the hospital and talking to those in 
charge, the Administrator, being conscious of the request for cancellation and 
the general confusion concerning this matter, concluded that alternations on 
building No. 2 should not be carried forward under the circumstances. He 
advised the Office of Construction, Supply and Real Estate of this decision and 
by.a communication of August 4, 1948, a copy of which was immediately sent to 
the Department of Medicine and Surgery, the Assistant Administrator for 
Construetion, Supply, and Real Estate advised the deputy administrator of the 
Philadelphia branch office that, by direction of the Administrator and based on 
his recent inspection, the mentioned project was canceled. 

By communication of October 11, 1948, from the branch office to the Assistant 
Administrator for Construction, Supply, and Real Estate, there was submitted a 
proposal for alterations to 10 buildings at the hospital, 9 of which were temporary 
ward buildings, and the tenth building was building No. 2, which is of permanent 
construction. This was accompanied by an explanatory statement to the effect 
that the branch medical director had indicated that the present policy of the 
Central Office was to reduce the G. M. and 8. and expand the TB population of 
the hospital until it was substantially a TB hospital. He had requested that the 
aseptic technique program be reinstated in building No. 2 and similar installations 
be made in 9 of the 13 existing l-story ward buildings. It may be noted paren- 
thetically that the aseptic technique program would have involved the establish- 
ment of certain facilities in the building to facilitate a procedure known as aseptic 
technique to prevent the spread of infectious diseases among patients and per- 
sonnel. This would have included gowning alcoves to contain foot-controlled 
hand-washing lavatories, cabinets for a supply of caps, gowns, and masks, special 
tvpes of drinking fountains, sterlizing facilities in the serving kitchens, sputum 
disposal facilities, and certain other facilities necessary to the employment of the 
aspectic technique procedure. 

The reply of October 20, 1948, to the branch office deputy administrator from 
the Design Division, Office of the Assistant Administrator for Construction, 
Supply, and Real Estate, is the first of the two communications which are con- 
tained in the charge as quoted above. As indicated, this communication simply 
referred back to the cancellation letter of August 4, 1948, with respect to the 
original building No. 2 project and pointed out that the aseptic technique program, 
as outlined in the later application, would be contrary to and a circumvention of 
the Administrator’s previous action and accordingly could not be approved. A 
copy of this letter of October 20, 1948, was promptly forwarded to the Department 
of Medicine and Surgery. Subsequently, by letter of November 18, 1948, to the 
Direetor of Construction, Central Office, the branch office indicated that it had 
not intended to circumvent the Administrator’s desires, but that since the medical 
service of the branch office had indicated that the Butler hospital would become a 
TB hospital in its entirety and had requested the submission of this project, it 
was believed proper to request Central Office reconsideration. It was also stated 
that it was understood that Central Office Medical Service was taking action to 
have the project reinstated. This communication from the branch office was 
referred to the Department of Medicine and Surgery for comment by reference 
slip of November 29, 1948. A reply memorandum of December 30, 1948, from 
the Director, Hospitalization and Requirements Service, Department of Medicine 
and Surgery, stated: 

‘2. The request was submitted to the Administrator for his approval, to rein- 
state the aseptic technique project in building No. 2 at the Butler, Pa., hospital. 
The Administrator did not take any action on this recommendation and has 
instructed that since he will be home in January, this matter be held until his 
return.” 

Meanwhile, the Chief Medical Director, having had brought to his attention 
the letter of cancellation to the branch office of October 20, 1948, from the Design 
Division, Office of Construction, Supply, and Real Estate, submitted to the 
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Administrator the memorandum of October 28, 1948, which is quoted above as a 
part of this charge 1. In his reply of November 14, 1948, the Administrator 
advised as follows: 

‘The reason that I canceled this out at the time was that as a result of the dis- 
cussion that I had while there, there was a definite confusion in the minds of 
people interested as to what it was intended to do with that hospital, and until it 
could be decided, I stopped construction work pending a final decision and agree- 
ment on the future of that hospital and its necessary requirements. 

“This whole matter has again a direct bearing on our general medical program 
and planning for the over-all picture and has to do, as indicated to you previously 
with the question of certain recommendations vou have made about certain 
hospitals here in the South, which, of course, have to be approved by the Con- 
gress and the President before we can actually go ahead with the construction as 
now recommended by you. Possibly much of this apparent confusion might 
have been lessened had we been together during the summer more frequently 
than we were; but with vou abroad and me out on the road, that was impossible. 
Therefore I think that the complete pieture should be developed again, looking 
toward the over-all picture, and the bringing in of all of the suggestions and 
eliminations or acceptances of the final plan, from which we can go ahead rapidly 
to a completion of the whole project of hospital construction and utilization.”’ 

On December 2, 1948, the Chief Medical Director dispatched another memo- 
randum to the Administrator, the text of which follows: 

‘1. I have received your memorandum on Butler, Pa. I do not know why 
any confusion arose on the installation of aseptic technique in this building. 

“2. This program was a part of a well-studied survey to gain additional beds 
for tuberculous patients. We had originally been planning on getting the Valley 
Forge Army Hospital for this purpose. It is fairly obvious that we are not going 
to get it. It is necessary to have these beds in the area, and Butler is the only 
place we can get them. 

“3. 1 therefore recommend that the project be reinstated, and instructions 
given to expedite it.” 

By answer of December 9, 1948, from Muskogee, Okla., the Administrator 
stated: 

“T am returning file in connection with Butler, Pa. 

“Looking over my original memorandum to you to which yours of the 2d is 
in reply, I am still waiting to find the over-all picture before we start making 
major changes in hospitals. Since I will be home in January and we cannot 
come to any definite conclusion on the whole matter until we have discussed it, 
I think we will just wait until I do return.” 

The conference took place on February 16, 1949. There were present, besides 
the Administrator, a number of representatives of the Office of the Chief Medica! 
Director, including the latter, as well as representatives of the Office of Con- 
struction, Supply, and Real Estate, including the Assistant Administrator. A 
memorandum record of this conference reflects that the Department of Medicine 
and Surgery requested permission to withdraw their proposal for installation of 
the aseptic technique facilities in the buildings other than in the permanent 
building No. 2in question. The Administrator approved this proposal and stated 
that hospitalization of tuberculous patients at Butler would be limited to the 
permanent buildings and that he would approve anything needed in building No. 2. 

From the foreging basie facts it appears, contrary to the implications of the 
charge, that the Administrator’s action in stopping further proceedings on the 
original project was consistent with a request of the originating branch office, of 
which the Office of the Chief Medieal Director was fully advised and in which 
it apparently acquiesced at that time. The subsequent rejection by the Central 
Office Construction Service of the branch office request to reinstate this project, 


‘ 


coming as it did shortly after the Administrator's action, was naturally con- 
sidered to be required by the policy theretofore determined. Notwithstanding all 
that had transpired, the Administrator, after receipt of the Chief Medical Direc- 
tor’s mentioned memorandum concerning the matter, promptly reviewed the 


whole problem in a full conference with all concerned 


CHARGE 2 


“2 Without consultation with the Chief Medieal Director, a contract was 


awarded in March 1948 for the purchase of certain dental units to be used in 


equipping new hospitals. A sufficient quantity of the type of unit purchased 


already was on hand in VA supply depots. Moreover, the type of unit con- 
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tracted for was not a type desired by the dentists who were to use them. This 
circumstance later came to the attention of the Chief Medical Director who 
received a memorandum on the subejet from his Assistant Medieal Director for 
Dental Service. This memorandum, dated October 21, 1948, is as follows: 


“OcroBeER 21, 1948. 
‘To: Chief Medical Director. 
“From: Assistant Medical Director for Dental Service. 
‘Subject: Supplies and equipment, Dental Service, Department of Medicine 
and Surgery. 

‘}. At the present time the ‘supervision’ of the purchase of supplies and equip- 
ment, the establishment of standards, ete., in the Dental Service, Department of 
Medicine and Surgery, Veterans’ Administration, is performed by Dr. E. M. 
Kennedy. Dr. Kennedy, as Chief of the In-Patient Division, Dental Service, 
has sufficient professional responsibility to require his full time. It seems an 
uneconomical use of professional experience to detail Dr. Kennedy to such a job. 

‘2. Upon cursory investigation, the situation appears to be one that requires 

he full-time attention of a competent person expericneed in the dental equipment 
nal supply business. 

‘3. An example of the sort of thing that has caused me to suspect that the sys- 
tem as it presently operates may work a hardship on the taxpayer is the recent 
(March 16, 1948) award by the Army engineers, without consultation with VA 
Dental Services, of a contract for 99 Weber dental units at $900 each for feniadllar 
tion in the 19 newly authorized hospitals. The over-all price for these Weber 
deatal units was $89,100. At the time that the order was placed, there were on 
hand, in the VA depots, 534 available dental units of the following makes: 


Weber Ritter S. S. White Total 


In usable condition 
Could be economically repaired 


Total 


‘These units which were already in stock represent an original investment that 
exceeds 5400,000. 

‘4. A further example which, fortunately, was caught in this office, was the pro- 
posed purchase of $50,000 worth of lingual bars of a type which had been found 
unsatisfactory in the field. Yet at the time that this purchase was prepared 
there were 7,234 lingual bars on hand in the depots. 

“5. I have endeavored without success to secure a breakdown of.the expendi- 
tures the past fiscal year for expendable and nonexpendable dental supplies and 
dental equipment. However, it was learned that $399,000 was expended at the 
local level for minor supply items. This gives some indication of the probable 
over-all costs. The fact that the Veterans’ Administration has a contract with 
one manufacturer in the amount of $75,000 per annum to supply artificial teeth 
is an indication this is ‘big business.’ (Incidentally, I have been informed that 
the only possible means of determining how many Steele facings, an integral part 
of most bridgework, were used in our dental! clinics during the past vear would be 
to consult the manufacturer of this patented article.) The Veterans’ Administra- 
tion dental clinics use large amounts of gold, gold solder, ete., during a fiscal year. 
[ have been unable, up to the present time, to learn what these items cost; but 
it is safe to estimate that the total would be several hundred thousand dollars 
each year. Dr. Kennedy is of the opinion that the serviceable dental chairs, units, 
and cabinets on hand in depots approaches a total investment of $1,000,000. 

“6. IT am persuaded that a person experienced in the dental-supply business, 
attached to the dental service, and directly responsible to the Assistant Medical 
Director for Dental Service, should be engaged to make a study of our require- 
ments and to keep in close touch with those agencies responsible for procuring 
dental supplies and equipment. I feel that this person, if vested with sufficient 
authority, would effect very substantial savings to the taxpayer. 

“Bron R. East, D. D. & 
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“The Chief Medical Director protested tl.is unilateral action of the supply 
system in the following personal letter addressed to the Administrator under 
date of October 2°, 1948: 


OcTOBER 29, 1948. 
‘*Personal and confidential. 
“Gen. Cart Gray, IJr., 
Hotel Sheraton Bon Air, Augusta, Ga. 


“Drar Cart: When we had our pleasant visit on Wednesday I read you 
part of a memorandum from Dr. East, Assistant Medieal Director for Dental 
Service. Enclosed is a copy of that memorandum to refresh your memory. 

“When [ took this up with Mr. Dryden he told me that they had decided they 
should not use any of this old stuff in our new hospitals. [ asked him if he knew 
that the dentists universally did not like a Weber unit and he said that he didn’t 
but that was what the Army engineers got on the bid. I don’t know the back- 
ground of this at all and I am making no accusation, but I do know that dental 
chairs last for many vears and that the Army ordered 99 Weber units, of which 
we had 253 in stock. The reason why we have 253 in stock is beeause the dentists 
do not like them. On the other hand we had a fewer number of Ritter and 8. 8S. 
White units, both of which the dentists favor and they would be satisfied with 
either. We had 185 Ritter and 196 8. 8. White units, which could cover all the 
requirements in our new hospitals. 

“You and I have agreed that this institution should be run as economically as 
possible and still give top medical service. Why someone else should decide to 
go out and spend $89,000 for new equipment which could be supplied from our 
own stock is more than I] ean understand. Especially when it is done without 
considering what the Vedical Department wishes. This may have been on the 
criteria that vou and I have a headache about. 

“Dr. East just came in here and he may not know the background of this thing, 
but I think his suggestion is a good one. Before the Army engineers spend 
$89,000 for new equipment, I think they should explain the necessity for it to me. 

Sincerely yours, 
Paut B. Maanuson, M. D.’ 


ANSWER TO CHARGE 2 

In the first place it is important to remember that, while the award for the 
purchase of the dental units in question was made during the first few weeks 
after the present Administrator took office, the basic transactions which resulted 
in this action took place during the tenure of his predecessor. Accordingly, any 
implication which may be intended by this charge that policies established by 
the present Administrator caused the incident is entirely unsupported by the 
facts. In any event, what transpired was not due to any failure of coordination 
and cooperative action between the Office of Construction, Supply, and Real 
Estate and the Department of Medicine and Surgery. 

The purchase involved was handled by the Corps of Engineers as an incident 
of its delegated functions during the pertinent period to handle the designing and 
the construetion supervision of some 19 new hospitals for the Veterans’ Adminis- 
tration. The poiiey of the then Administrator was to expedite this construction 
to the fullest extent possible, with a view to getting these hospitals underway 
within a relatively short time for the purpose of meeting the increased medical 
load of the Veterans’ Administration following the close of World War IT and the 
unbelievably rapid demobilization of some 15,000,000 servicemen who became 
veterans overnight. To facilitate this objective, it was at that time the basic 
policy, after approval of preliminary plans, to lodge rather wide discretion in the 
Corps of Engineers with reference to the final steps of construction planning and 
the procuring and installing of fixed equipment. 

In line with this policy, and at the insistence of the Corps of Engineers, both 
the Construction Service and the Dental Service, D. M. and 8., agreed in March 
of 1947 that dental units to be installed in the 19 new hospitals would be furnished 
by the Corps of engineers and installed by the building contractors. However, 
the Dental Service, D. M. and S., desired that the Ritter-type dental unit be 
procured and installed in each of the new hospitals. Accordingly, the Equip- 
ment Guide Lists which were submitted to the Corps of Engineers for their 
guidance specified that the dental units should be ‘‘equal” to Ritter Model E 
tvpe 3, UNF 
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In December 1947 the Corps of Engineers issued invitations for bids for 99 
dental units, specifying the Ritter type “or equal.” When bids were received, 
it was found that the Weber bid was approximately $127 less per unit than Ritter. 
Thereupon, the Corps of Engineers, without reference to either the Construction 
Service or the Department of Medicine and Surgery of the Veterans’ Adminis- 
tration, awarded the contract on January 14, 1948, to Weber. 

Upon learning of this action, the Department of Medicine and Surgery expressed 
its disapproval, but its criticism was not leveled at any failure on the part of 
Construction, Supply, and Real Estate to cooperate. 

The dissatisfaction of the Medical Service with this action at that time referred 
solely to the type of equipment and not to the fact that new equipment was 
being purchased for the new hospitals, as distinguished from utilization of equip- 
ment in the Veterans’ Administration supply depots. With respect to the latter, 
the surplus dental units which had been acquired from the military departments 
were scattered among various depots and warehouses and the number of units 
which might be suitable and available was uncertain. Moreover, since the 
Department of Medicine and Surgery was at that time only interested in using 
the Ritter-type unit, it is probable in any event that it would not have been 
considered that the Veterans’ Administration was overstocking these items had 
the units purchased by the Corps of Engineers been of the Ritter rather than 
the Weber type. The question at that time and under then existing policies of 
the Department of Medicine and Surgery arose with respect to the type of dental 
units which were purchased and not to any question of overstocking. 

{As indicating the policy of the Department of Medicine and Surgery in 1947 
concerning the kind of dental units which they had desired for use, it may be 
noted that in November the Supply Service requested the Department of Medicine 
and Surgery to advise which of the dental units on hand in the Veterans’ Adminis- 
tration supply depots should be repaired and placed in use, and received from the 
Dental Service in December of that vear a request that the White units and 
model E Ritter units should be repaired but that no Weber units should be 
repaired and returned to stock. The Supply Service questioned this decision and 
after some discussion back and forth and the purchase of the 99 Weber units 
by the Corps of Engineers, the Department of Medicine and Surgery sent a 
memorandum, dated October 27, 1948, to the Director, Supply Service, to the 
effect that all dental equipment in stock and in first-class operating condition, 
regardless of make, should be utilized in filling requirements from field stations 
as well as equipping new hospitals constructed by the Corps of Engineers and 
by the Veterans’ Administration. Thereafter, the Equipment Guide Lists were 
changed to call for dental units to be furnished by the Veterans’ Administration 
and installed by the contractor in all Veterans’ Administration hospitals. This 
policy is presently in effect and dental units are being supplied from depot stocks, 
which were originally obtained from surplus sources. 

It is evident from the above facts that the problem which resulted from the 
action of the Corps of Engineers in purchasing equipment, which was not con- 
sidered satisfactory by the Dental Service, was not occasioned by any failure on 
the part of Veterans’ Administration personnel to consult with the Department 
of Medicine and Surgery. It was simply a matter involving the exercise of judg- 
ment by the Corps of Engineers in determining that the equipment for which the 
award was made met the specification for a type of unit equal to the Ritter dental! 
unit. No question was raised by the Department of Medicine and Surgery con- 
cerning the purchasing of unnecessary items in the light of the surplus materials 
at the supply depots. 

Finally, it should be repeated that the procedures and basic transactions which 
culminated in the action of the Corps of Engineers, of which complaint is made 
in this charge, occurred before the present Administrator assumed the duties of 
his office and before he had an opportunity to examine the existing procedures 
relating to the construction and equipping of Veterans’ Administration hospitals 
When this matter was brought to the attention of the Administrator by the Chief 
Medical Director, as reflected by the latter’s letter of October 29, 1948, which is 
quoted in the charge, he confirmed the agreed policy and practice of utilizing 
depot stocks. 

CHARGE 3 


“3. Without consulting the Chief Medical Director, a minor research labora- 
tory project for the hospital at Batavia, N. Y., was canceled by the Administrator 
In a memorandum to the Administrator, under date of November 2, 1948, the 
Chief Medical Director renewed his request for approval of the project as follows: 
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“NOVEMBER 2, 1948, 
“To: The Administrator. 
“From: Chief Medical Director. 
“Subject: Research problems at VA Hospital, Batavia, N. Y. 

‘1. With regard to this so-called research laboratory at Batavia, N. Y., this 
was not designed as a formal research laboratory such as are established in hos- 
pitals close to medical schools. I would not approve any modifications in this 
laboratory which would involve structural changes or anything but very minor 
expenses, 

“2. The dean’s committee at the University of Buffalo is working in this hos- 
pital and they have a residency training program there at present. They wanted 
a small laboratory so that the residents could carry on investigations which dea 
with certain types of infections under the supervision of some of the men on the 
dean’s committee who go to the hospital regularly. 

“3. Dr. Cushing’s department assigned less than $5,000 to them for equipment 
and supplies. The room that you saw in the basement has electricity and | 
think the water supply is handv. They can construct everything they need in 
the way of shelves, counters, and cupboards from the money assigned by Dr. 
Cushing from the research fund. I believe they should be authorized to use it, 

“4. The manager, being a lay manager, did not know, when he spoke to vou 
about it, what the plans were and did not inquire from his staff. Consequently 
you received some misinformation in this instance. There will be no structural 
changes and it will not even involve the employment of a laboratory technician 
because the work is to be done by the residents in their spare time. 

“5. IL would appreciate your decision on this matter at an early date. 
PauL B. Maacnuson.” 
ANSWER TO CHARGE 3 


The controlling facts with respect to the action taken on the minor research 
laboratory project at the Batavia hospital show that the Administrator, instead of 
failing to explore this matter thoroughly with the Chief Medical Director as im- 
plied by the charge, merely proceeded in such manner as to be assured that sub- 
stantial expenditures were not being made for structural changes and research 
facilities at the Batavia hospital in view of the recommended larger research proj- 
ect then under consideration for Batavia and the anticipated construction of ex- 
tensive research facilities in the new hospital at Buffalo. 

Prior to the Administrator’s visit at the Batavia hospital, the Department of 
Medicine and Surgery had allotted $6,000 in research funds for the acquisition of 
supplies and equipment for research laboratory purposes at the Batavia hospital. 

It may be noted also that in April of 1948, D. M. & 8. had submitted to C. 5. 
and R. E. an over-all request concerning research laboratories which included a 
construction project for a medical research laboratory at Batavia. This was on 
the Administrator’s check list when he visited the station. 

As indicated by the memorandum of November 2, 1948, from the Chief Medical 
Director, the Administrator considered the situation generally when he inspected 
the Batavia hospital and talked to the manager. He was concerned that there 
should be no unnecessary construction changes, in existing facilities, for research 
purposes at the Batavia hospital, since there was then pending for his further 
consideration and determination a research construction project for Batavia and 
he was also looking ahead to the establishment of a large research laboratory at 
the new Buffalo hospital. It was then his intention to take the matter up further 
with the Chief Medical Director upon his return to central office. However, 
shortly after his receipt of the Chief Medical Director’s mentioned memorandum 
of November 2, 1948, the Adthinistrator, under date of November 15, 1948, wrote 
the Chief Medical Director from Montgomery, Ala., as follows: 

“Returning Mr. Page’s letter concerning the research laboratory at Batavia 
and answering vours of the second. 

“If L understand what vou need, it won’t cost $5,000. If vou’ll have outlined 
just what vou need, I’ll have it estimated; but in view of the big laboratory soon 
to be had at Batavia, I don’t think it justifiable to spend money at Batavia to 
any extent.” 

The reference by the Administrator to the “big laboratory soon to be had at 
Batavia’ was obviously intended to refer to the laboratory proposed for Buffalo, 
Muh 

It is evident that discussions were had thereafter upon the Administrator’s 
return to Washington, because under date of December 31, 1948, the Assistant 
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Medical Director for Research and Education addressed a letter to the manager 
of the Batavia hospital reauthorizing the allotment of $6,000 for supplies and 
equipment for research activities at Batavia. Some months later, the special 
construction project which had originally been submitted by D. M. and 8. to C.S. and 
R. E. was canceled by the latter upon being advised by the Chief Medical Director 
that existing research laboratory facilities at Batavia were considered adequate. 


CHARGE 4 


“4. Further strong indication of administrative confusion, and extraneous de- 
traneous decision affecting the care of patients is brought out in the following 
personal letter, dated October 28, 1948, from the Chief Medical Director to the 
Administrator: 

“OcTOBER 28, 1948. 
‘Personal and confidential. 
“Gen. Cart R. Gray, Jr., 

Hotel Sheraton Bon Atr, Augusta, Ca. 

“Dear Cart: In connection with my inquiries about this construction program 
with regard to the double-feeding, single-feeding argument, I found that this was 
discussed and a number of meetings were held with construction, dietatics, and 
budget after consultation with the advisory committee on neuropsychiatry. The 
enclosed letter was prepared at the time to be submitted to the Bureau of the 
Budget in defense of this single-feeding project because thev also asked why 
double feeding could not be made satisfactory in NP and other hospitals. Before 
the letter was sent, the budget called our Hospital Department and told them they 
need not send it because they had no intention of putting themselves in a position 
of practicing medicine and if the doctors, after due consideration, said they needed 
these tnings they should havethem. Therefore, the budget approved these various 
projects. 

‘““To our surprise, we saw a courtesy copy of a letter dated October 27, from the 
Construction Department, Central Office, to the Deputy Administrater, Dallas, 
Tex., directing them to discontinue any further consideration of the single-feeding 
project at Gulfport. This was the first we knew that this thing had been dis- 
econtinied. Tle courtesy copy of the letter came to us from the Construction De- 
partment after the letter had been sent. This was not taken up with us after vou 
told Construction that you saw no objection to the double feeding. This is a good 
example of where between vou and the Construction Department projects neces- 
sary for the medical care of patients have been canceled without consultation with 
me or any of mv staff. 

“T will have to call your attention to the fact that many of the hospitals had 
very small bed capacities and the bed capacity has been gradually expanded 
without commensurate expansion of other auxiliary services. 

“You told me you wanted balanced hospitals so the doctors could do their work 
and take care of their patients properly. I am sure that I would not set myself up 
in judgment when there was complete agreement between experts down the line. 
It is true that | would make them give their reasons for their judgment, but if they 
were valid reavens | should appreve them. 

‘There may be other reasons why certain of these projects had to be canceled 
but those reasons should be stated to us before a decision is made. Weare, I think, 
reasonable and intelligent individuals—or I might sav reasonably intelligent 

dividuals—and I hope reasonably reasonable individual 

It seems to me that things come to the Medical Department through the back 
joor and we get orders, that some other department says vou bave given, second 
hand As long as things go on this way we are always going to be at cross pur- 
poses between vou, some other department, and me. 

I am perfectly willing to accept the responsibility of running this Department 
and to accept the blame that may come as a result of bad decisions, but I do not 
believe the decisions will be any worse on an average than those that come from 
your other departments. At least I will have the pleasure of making them and 
backing them up if necessary. 

“Sincerely yours, 


‘Pau, B. Macnuvson, M. D.” 


R TO CHARGE 4 


This charge, as presented, is based exclusively upon the letter of October 28 


1948. from the Chief Medieal Director to the Administrator, in which reference i- 
made to the general question of single feeding versus double feeding at Veterans 
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Administration hospitals and complaint is urged against discontinuance of a 
specific project for single-feeding facilities without prior notice to the Chief 
Medical Director of this action. 

A consideration of this charge and this one item of correspondence alone leaves 
the erroneous impression that the question of feeding procedures had been dis- 
posed of in connection with a single project and without further consideration 
thereafter of the position taken by the Department of Medicine and Surgery. 
On the contrary, this problem was given extensive consideration by the Adminis- 
trator over a considerable period of time. 

The Department of Medicine and Surgery had long pursued the policy, with 
particular reference to NP hospitals, of planning dining-room enlargements in 
existing hospitals and suitable facilities in new hospitals to provide for a single 
feeding procedure which would permit the feeding of all ambulatory patients at 
one sitting. 

In a conference of October 9, 1948, with representatives of the Office of Con- 
struction, Supply and Real Estate, a number of questions were discussed and, 
among other things, the Administrator expressed the view that there would be no 
objection to “doubie feeding’ al certain existing hospital installations. This 
resulted in the notification to the field by the Construction Office to discontinue 
plans for single-feeding alterations at the Gulfport, Miss., hospital and shortly 
thereafter the Chief Medical Director, having received a copy of that ecommuni- 
cation, addressed to the Administrator the letter of October 28, 1948, quoted in 
the charge. 

However, the continuing over-all study of this problem of single feeding versus 
double feeding is reflected by the Administrator’s reply of November 14, 1948, to 
the Chief Medical Director’s letter, as follows: 

“Your personal and confidential letter of the 28th of October on the general 
subject of double feeding. 

‘I believe that there is enough importance to this question to discuss it with 
you personally upon my return. Much of the information contained in the 
discussion involved in your letter has already been taken care of by the changed 
procedure which I am now following; that is, sending vou the cheek lists and 
mv comments concerning actions taken, so that you don’t get, as you say, informa- 
tion after action has been taken. 

‘T an gathering additional information everywhere I go about this double- 
feeding, single-feeding matter, and I think I'll be rather fully prepared to discuss 
it when [ return, which I shall be glad to do at once upon my return.” 

In accordance with the quoted communication, a number of conferences were 
held with representatives of the Department of Medicine and Surgery and with 
representatives of the Office of Construction, Supply and Real Estate to explore 
this matter in detail. It proved to be one of considerablk difficulty, since there 
were certain considerations which were urged by the Department of Medicine 
and Surgery for the adoption of single-feeding programs in both existing and 
new NP hospitals. On the other hand, the Administrator had to consider the 
very serious matter of cost entailed in maki istil 
facilities to accommodate them to the single-feeding procedure. The | 
of the Budget had raised questions on this aspect 

It finally appeared to the Administrator, after carefully examining every angle 
of the problem, that he would not be warranted in approving extensive altera- 
tions of dining room facilities at the existing NP hospitals, because the resulting 
benefits would not justify the very large expenditures. On the other hand, in 
recognition of the advantages to the care of patients and the relatively minor 
additional cost incident to providing these facilities in hospitals yet to be con- 
structed, final determination was made to provide single-feeding facilities in new 
NP hospitals. Accordingly, in the latter part of May 1949, the Administrator 
discussed this question again with the Chief Medical Director and advised him 
of his decision that single-feeding facilities would be included in new NP hospitals 
but that existing NP hospitals would not be altered to permit this plan of feed- 
ing. An exception, because of the extent to which planning and development 
had been carried, was made in the case of an existing installation at Los Angeles. 

It will be seen from the foregoing that this was a continuing matter, involving 
the balancing of many factors, and was not firmly and finally decided by the Ad- 
ministrator until he had thoroughly considered it from all sides, had discussed it 
fully and completely with the Department of Medicine and Surgery, including 
the Chief of Medical Director, and had inspected the actual operation of hospital 
feeding programs in the field 


ng substantial alterations at exi 


(Whereupon, at 12:40 p. m. the hearing recessed to reconvene at 
10 a. m., Friday, May 11, 1951.) 











VETERANS’ADMINISTRATION POLICY CONCERNING 
MEDICAL CARE FOR VETERANS 


FRIDAY, MAY 11, 1951 


SPECIAL SuBCOMMITTEE To INVESTIGATE 
VrTeERANS’ ADMINISTRATION Po ticies WITH 
Resrect tro HosprraL ADMINISTRATION OF THE 
CoMMITTEE ON LABOR AND Pusiic WELFARE, 
Unirep States SENATE, 
Washington, D. C. 
The subcommittee met at 10:30 a. m., pursuant to recess, in the 
old Supreme Court room, the Capitol, Senator Hubert H. Humphrey, 
chairman of the subcommittee, presiding. 
Present: Senators Humphrey and Hill. 
Also present: William G. Reidy and Melvin W. Sneed, professional 
staff members. 
Senator Humpurey. The subcommittee will come to order. 
Admiral Boone, did we have an understanding yesterday that you 
had a prepared statement, or were vou just going to speak to us? 


STATEMENTS OF GEN. CARL R. GRAY, JR., ADMINISTRATOR OF 
VETERANS’ AFFAIRS; VICE ADM. JOEL T. BOONE, CHIEF MED- 
ICAL DIRECTOR, VETERANS’ ADMINISTRATION; AND RAY 
BLAND, OFFICE OF LEGISLATION, VETERANS’ ADMINISTRA- 
TION -Resumed 


Admiral Boone. | was just going to speak from notes that I have 
here. 

Senator Humreurey. Excellent. I want vou to proceed according 
to your own design and your own desires. If you do not mind we will 
perhaps interrupt you now and then. 

First of all I want to put into the record that we feel your selection 
as the Chief Medical Director is a very splendid choice. Every- 
one that knows of your background surely recognizes the outstanding 
professional ability that you possess, and of course your great patriotic 
service to our country. I want you to know that as the chairman of 
this subcommittee, and I think I can speak for all of my colleagues, 
that we wish you nothing but the best. 

We are here to cooperate with vou and to give vou all the assistance 
that a legislator can give vou as an administrator. From all your 
colleagues and associates throughout the country we hear nothing but 
good reports. You know that already, but I would like to have it 
as a public record as we proceed with these hearings. 

415 
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Admiral Boonr. Thank vou very much, Senator Humpirey. It 
makes it more difficult for me to proceed, I am embarrassed but 
grateful. 

It might be helpful for the record if I may, to insert in the record a 
biography on me as drawn up by the Navy Department and the 
Veterans’ Administration as justifiable background for certain com- 
ments that I shall make. 

Senator Humpurey. We would like to iiave that. 

(The statement follows: ) 


BroGRAPHY OF Vick Apm. JoeL THOMPSON BooNnkE, MepicaL Corps, UNrrep 
STaTes Navy, ReTIRED 


Joel Thompson Boone was born in St. Clair, Pa., on August 29, 1889, the son 
of the late William A. Boone and Annie Thompson Boone. He was graduated 
from Mercersburg (Pa Academy in 1909 and entered Hahnemann Medical 
College in Philadelphia, Pa., where he was graduated in June 1913. Appointed 
lieutenant (jg) in the Medical Corps of the United States Naval Reserve in April 
1914, he was transferred to the Regular Navy in that rank in May 1915. Sub- 
sequently he advanced in grade to that of rear admiral May 20, 1942 (commission 
date) and upon retirement in December 1950, was advanced to the rank of vice 
admiral. 

Following his appointment in the Medical Corps of the United States Naval 
Reserve in April 1914, he was attached to the Naval Hospital, Portsmouth, N. H., 
between July and September 1914, after which he had instruction at the Naval 
Medical School, Washington, D. C., until April 1915. ‘Transferring to the United 
States Navy in May 1915, he served at the Naval Training Station, Norfolk, Va., 
until August of that vear, when he was ordered to duty with the Artillery Bat- 
talion, United States Marine Corps, Expeditionary Forces. During that assign- 
ment, which extended to June 1916, he had service ashore in Haiti in 1915 with 
the marines, for which he received a letter of commendation from the Secretary 
of the Navy. 

In September 1916, he joined the U. 8S. S. Wyoming, and was serving on that 
battleship when the United States entered World War Lin April 1917. | Detached 
from the Wyoming in August of that vear, he reported for duty with the Sixth 
Regiment of Marines, Quantico, Va. Arriving in France in early October 1917, 
he participated in the following major battles and campaigns, as battalion and 
regimental surgeon, Sixth Marine Regiment, later as assistant division surgeon 
of the Second Army Division, American Expeditionary Forces; defense see! or, 
south of Verdun; Aisne-Marne; St. Mihiel, Champagne, and Meuse-Argonne. 

For his services as surgeon in the Boise de Belleau, France, in June 1918, he 
was awarded the Distinguished Service Cross by the War Department. The 
citation states in part: ““* * * On two successive days the regimental aid 
station in which Surgeon Boone was working was struck by heavy shells and in 
each case demolished Ten men were killed and a number of wounded were 
badly hurt by falling timbers and stone. Under these harassing conditions, this 
officer continued without cessation his treatment of the wounded, superintending 
their evacuation, and setting an inspiring example of heroism to the officers and 
men serving under him ea 

For heroism in action at, and in, the vicinity of Vierzy, France, on July 19, 
1918, he received the highest military award for bravery that can be given to any 
individual in the United States of America—The Medal of Honor, awarded by 
Congress. The citation states in part: ‘‘For extraordinary heroism, conspicuous 
gallantry, and intrepidity in actual conflict with the enemy, at and in the vicinity 
of Vierzy, France, July 19, 1918. With absolute disregard for personal safety, 
even conscious and mindful of the suffering fallen (he) leaving the shelter of a 
ravine, went forward onto the open field, where there was no protection, and de- 
spite the extreme enemy fire of all calibers, through a heavy mist of gas, applied 
dressings and first-aid to wounded Marines 5% 

He also was awarded the Silver Star Medal with five Oak Leaf Clusters, and 
the Purple Heart Medal with two Oak Leaf Clusters by the War Department, for 
services during World War I with the Sixth Regiment of Marines, and received 
special citations from Gen. John J. Pershing, USA, Maj. Gen. John A. LeJeune, 
USMC, Maj. Gen. Harry Lee, USMC, Maj. Gen. Omar Bundy, USA, and Maj. 
Gen. James G. Harbord, USA. 


* 
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Following his return to the United States in February 1919, he served in the 
Bureau of Medicine and Surgery, Navy Department, Washington, D. C., and 
as the Director of Naval Affairs, American Red Cross, from March 1919 until 
May 1922, when he reported for duty as medical officer aboard the Presidential 
vacht Mayflower. During the period of that assignment, which extended to 
April 1929, he was physician to the late Presidents Warren G. Harding and Calvin 
Coolidge. Between March 1929 and May 1931, he was attached for record to 
the Naval Dispensary, Navy Department, Washington, D. C., while on duty as 
medical officer to the White House during the administration of President Herbert 
Hoover, and with the establishment of the position of the physician to the White 
House, he continued in the latter capacity until April 1933. During his assign- 
ment as physician to the White House, he served in the temporary rank of captain. 

After completing a general postgraduate course at the Naval Medical School, 
Washington, D. C., in May 1933, he joined the hospital ship, Relief, in June of 
that vear, serving as Chief of Medicine of that vessel until June 1935. He then 
had duty at the Naval Hospital, San Diego, Calif., until August 1936, when he 
was transferred to duty as force medical officer of the Fleet Marine Force, San 
Diego, Calif., where he served until May 1938. In November of that year he 
joined the U. 8. 8. Saratoga, and served on that carrier until July 1939. 

He had 6 months’ duty at the Naval Dispensary, Long Beach, Calif., before 
reporting in January 1940 for duty as force medical officer on the staff of corm- 
mander base force, United States Fleet, in the flagship Argonne, to serve ui 
Angust 1940 He had dutv as Senior Medical Officer at the Naval Air Station, 
San Diego, Calif., from December 1940 until April 1943, and from May of that 
vear until March 1945 served as medical officer in command at the Naval Hos- 
pital, Seattle, Wash. For service in the latter assignment he received a letter 
of commendation, with authorization to wear the Commendation Ribbon, from 
the Seeretarv of Navy. 

In April 1945, he reported for duty as fleet medical officer on the staff of com- 
wander, Third Fleet. He was selected to be one of three officers to liberate 
Allied prisoners of war in Japan prior to the military occupation of that country. 
He was the Naval Medical Corps representative at the surrender ceremonies of 
the Japanese aboard the U.S. S. AMlissourt in Tokvo Bay on September 2, 1945 

U. S.. es. t.). For “meritorious service as fleet medical officer on the staff of 
commander Third Fieet from May 28 to Septen ber | 
awarded the Bronze Star Medal with Combat V. T 
“participated in the planning for the initial landings in the occupation of 
particularly in respect to the evecuatien and care of Allied priseners of war, 
and was in large measure responsible for the improvement of the Third Fleet’ 
medical organization or 

in November 1945 he was ordered to the Bureau of Medicine and Surgery. 
Navy Department, Weshington, D. C., for temporary duty pending further 
assignment. In January 1946 he was designated district medical officer, Eleventh 
Naval District, San Diego, Calif., and in April of the same vear became inspector 
of Medical Department activities, Pacific coast, with additional duty as medical 
officer, Western Sea Frontier. From May 1946 until June 1947 he served also 
as medical adviser to the Federal Coal Mines Administrator and as the director 
of the medical survey of the coal industry. Early in 1948 he was assigned as 
the Executive Secretary cf the Secretary of Defenve’s Committee on Medical 
and Hospital Services of the Armed Forces. 

He was detached as General Inspector, Medical, on September 1, 1949, and 
reported to the Office of the Secretary of Defense for duty, having been appointed 
Chief of Joint Plans and Action Division, Office of Medical Service. On Novem- 
ber 13, 1948, he was elected president of the Association of Military Surgeons 
for the vear 1949. In March 1950 he was ordered detached and to temporary 
duty in the Bureau of Medicine and Surgery, Navy Department, and subse- 
quently reassigned as General Inspector, Medical Department activities, which 
position he occupied until retired by operation cf law, December 1950. 

In addition to the Medal of Honor, awarded by Congress; the Distinguished 
Service Cross (Army); the Silver Star Medal with five Oak Leaf Clusters (Army 
the Bronze Star Medal with Combat V; the Secretary of the Navy Commenda- 
tion Ribbon; and the Purple Heart Medal with two Oak Leaf Clusters (Army 
Vice Admiral Boone has the Haitian Campaign Medal; the Marine Corps Expedi- 
tionarv Medal; the Vietorv Medal, with six battle stars; the Army of Occupation 
in Germany Medal; the American Defense Service Medal, Fleet Clasp (U.S. 3. 
Argonne); the Asiatic-Pacifie Campaign Medal with two bronze stars; the Amer- 
ican Campaign Medal; the World War II Victory Medal; the Navy Occupation 


9, 1945 #7 *’ he was 
he citation states 
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Medal (Japan). He also has the Order of Fourragere (three awards); Officer 
of the Legion of Honor; and Croix de Guerre with two palms, awarded by the 
French Government, and the War Cross and Diploma, awarded by the Govern- 
ment of Italy. 

Admiral Boone has also been awarded the honorary degrees of master of arts 
and doctor of laws. 

He is a fellow of the American Medical Association, fellow of the American 
College of Surgeons, fellow of American College of Physicians, fellow of American 
College of Physicians, and a former Navy member, house of delegates, American 
Medical Association. He is a member of Sons of American Revolution: Second 
Division Association; Legion of Valor of the United States of America; Associa- 
tion of Military Surgeons of the U.S. A., of which he is past president; and an 
honorary member of the Society of American Military Engineers. 

Admiral Boone is vice president, board of regents, Mercersburg Academy. 
His clubs are: The Army and Navy Club, Washington, D. C., of which he is 
past vice president; The Chevy Chase Country Club, Chevy Chase, Md.; and 
the Bohemian Club, San Francisco, Calif. He is a Presbyterian, a member of 
the National Presbyterian Church of Washington, D. C. 

His official address is St. Clair, Pa. Admiral and Mrs. Boone, the former 
Helen Elizabeth Koch, of Pottsville, Pa., reside at 4000 Cathedral Avenue NW. 
in Washington. 

They have one daughter, Mrs. Milton F. Holler, Jr., two granddaughters 
and one grandson, who reside in Burlingame, Calif. 

Admiral Boone. I identify myself as Vice Adm. Joel Thompson 
Boone, Medical Corps, United States Navy, retired, Chief Medical 
Director of the Veterans’ Administration. I thought it would be 
well to ask permission, even though embarrassing, for the sake of 
the record and to make a part of it, a biographical sketch from the 
official files of the Navy Department and the Veterans’ Administra- 
tion showing my background in Government service for 37 years in 
various and sundry positions ashore and afloat, in Washington, in 
varied and sundry positions of Government, some of which I might 
say were unusual, such as 11 years in the White House with four 
Presidents, and then serving several Secretaries of the Navy, two 
Secretaries of Defense, the Secretary of the Interior in this adminis- 
tration, and now in a singular capacity as the Chief Medical Director 
of the Veterans’ Administration. 

| think it is proper to say, Mr. Chairman, that I am here at your 
request and by direction, and in no sense a volunteer witness into 
this unfortunate, as 1 view it, controversial subject except wherein 
I may be helpful to the Congress and the public. 1 am very pleased 
to be before you to answer any question that you may have ir mind 
whereby you think I may be helpful because my whole approach to 
my job is one of being he Ipful to my country. 

I would also like to say, sir, that I have had no relationship and 
no responsibility to the Veterans’ Administration in the past. | 
have a very definite relationship and responsibility to the Veterans’ 
Administration in the present and for the future. 

I might say that in 1921 when I was the liaison officer between the 
Navy and the then Veterans’ Bureau, and when the Public Health 
Service was unable to hospitalize the veterans and they asked that 
the Army and the Navy medical services take on that obligation, | 
helped to write the regulations and gave whatever assistance was 
possible in meeting that problem. 

Then I have had relations with the Veterans’ Administration while 
commanding a large naval hospital during World War II where we 
had a great number of veteran patients. I have had experience as 
the district medical officer of the Eleventh Naval District, as medical 
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inspector for the entire west coast, as Inspector General of the Navy 
Medical Department on two occasions, so that my coming into this 
position is not without some background for it. 

I think that has been lost sight of sometimes in references by the 
press. But I have had considerable administrative experience and 
a great variety of duties of all sorts and descriptions, and a relation- 
ship with the Navy, Army, and Air Force as I believe no other naval 
medical officer has had, so 1 have had an opportunity to work in a 
coordinate relationship. 

Senator Humpurey. Admiral, I do not think anyone in his right 
mind or with a sense of fair play would accuse you of not having a 
relationship and experience with the care and needs of the veterans, 
and if the press of this country or other any medium of communica- 
tion has indicated to the contrary it only proves again how wrong 
they can be. 

Admiral Boone. It is very nice of you to say that. One press 
in Washington said that I was, ‘amiable but without background for 
the position,’ and that is the reason why I inject this note into the 
record, 

Senator Humpurey. It makes me feel better now. 

Admiral Boonr. I am amiable up to a point. I make reference 
to the amiabilitv because | can fight a hard fight when the occasion 
requires, but I do not believe in shadow boxing. I want to reserve 
the big punches for the necessary occasion. 

Incidentally, | wish to apologize for my voice. I have had laryn- 
gitis for the last few days, but I am happy to say it is better on this 
occasion. 

If | may, Mr. Chairman, I would like to insert into the record a 
copy of a very brief statement which I would like to read, and I 
think it would be helpful to you to know that I used it at the time of 
my induction into office on the 28th of February this year. 

Senator HumpeHrry. You wish to read it? 

Admiral Boone. Yes, sir. 

Senator Humpurey. Go right ahead, sir. 

Admiral Boone. In assuming my new role in public service, I 
desire and intend to give close attention to every detail of my new 
responsibilities so as to familiarize myself with the over-all mission, 
So far as specific policies of the Department of Medicine and Surgery 
are concerned, it would be unbecoming for me to issue any special 
pronouncements or predictions at this time. 

One thing, however, I do want to make clear right at the start. 

| have made a study of the medical program in which the Veterans’ 
Administration is associated with leading medical schools throughout 
the Nation. 

I know that the cooperation given to the VA by the American 
medical profession has been—and is—magnificent. It is an accom- 
plishment of which it has a right to be proud. 

I know that top-notch medical care for veterans is basic Veterans’ 
Administration policv—to that policy I wholeheartedly subscribe. 

Consequently, the present close-knit association of the VA’s De- 
partment of Medicine and Surgery and deans’ committees and teach- 
ing medicine has my complete support. Programs for care of veterans 
in nondeans’ committee hospitals and in regional offices will receive 
my support and consideration toward their evolutionary improvement, 
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An interruption or disruption of this program would be a disservice 
to veterans and to the Nation. I pledge you I shall bend every 
effort not only to continue the program but to seek ways to 
strengthen it. 

In this purpose, I have the complete assurance of the Administrator 
of Veterans’ Affairs that I will enjoy his full support. 

I am assuming leadership of the well-conceived and well-established 
medical program that was brought into being by the combined efforts 
of the Veterans’ Administration and the leading medical schools in 
the United States. [am comforted and gratified to have been assured 
that I inherit such relationship. No upheavals to interfere in any 
way with that fine relationship are to be expected 

For me, public service is not something new or strange. Iam fully 
aware of the tremendous responsibility that goes with the solemn 

oath to which I have just sworn. 1 firmly hold that authority and 
re poneraiay) ure inseparable and | have the assurance of the Admin- 

ator of Veterans’ Affairs that I will have authority commensurate 
vith my responsibilities. 

Upon assuming this office, IT shall as rapidly as possible analyze 
the organizational structure and the policies governing the Depart- 
ment of Medicine and Surgery with a view to recommending construc- 
tive changes as indicated. To use an appropriate quotation: 


Calve if 8) ag 
Which must be 
And the wisdom 


shall do everything within my power to see it that the VA’s 
‘stablished pol nes of the best medical care for veter remains 
trong positive, and progressively better 
In that spirit I “ miv fellow citizens and particularly the veterans 
id their families. lL ask for their good will and their helpful support 
ina very difficult but privileged opportunity for service to our country. 
| have now been in office almost 2! ‘ahasiatia One and a half 
months have been spent in the central office. For one solid month 
I staved here, and then went into the field for a month. | might Say 
that I believe \ ry strongly in the Chinese proverb “One look is 
worth a thousand tellings 
| have always belhteved in getting out and seeing for myself and 
meeting people rather than being abstract and sitting in Washington. 
Yesterday | heard questions put to the Administrator, General Gray, 
relative to his absence from Washington for long periods and his 
comment that he has visited every hospital except three in the United 
States 
With my new responsibilities that gives me great comfort. [ was 
always concerned in the Navy that more line commanders did not get 
to see more patients in the hospitals and the fact that they did not 
visit hospitals except on occasions when there was some decoration 
to confer; that they did not know the problem as intimately and at 
first hand as I felt they should know. I was gratified to learn that 
General Gray has that background because I have to deal with him 
intimately on medical matters. 
He has conferred upon me responsibilities and authority, and I 
have to deal with him to get certain decisions for which he is held 
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responsible by the Congress, by law, and if he was not informed | 
would be given very bad decisions, I am sure. 

So I think it has been very advantageous that he knows problems 
in detail. Already I have found in my association in these 2! 
months in Washington and while traveling with him for 7,500 miles 
recently that he is so well informed that I do not have to spell things 
out or give the A B C’s of my problems. He knows them and is 
able to deal with them; that he is discerning and is able to make his 
decisions because of his familiarity with the problems. I think he is 
to be commended for his familiarity with the problem. 

We have had a chance in this month of traveling and seeing the 
Veterans’ Administration facilities of really getting to know each 
other. We went from here to Minneapolis, to Rochester to see my 
friends there at the Mayo Clinic, then to Miles City, Billings, Sheri- 
dan, to Wyoming, back to Billings, Helena, Spokane, Seattle, Wash., 
Portland, Roseburg, Medford, Klamath Falls; we inspected the VA 
facilities in the whole area of San Francisco, then in the Los Angeles- 
Long Beach area, 

l returned to San Francisco to inspect the VA hospital at Liver- 
more and for further conference in that area. 

I might say that on this trip | have conferred with five deans’ com- 
mittees and sat with them by the hour, talked over VA affairs and 
presented my ideas in connection with their problems. I explained 
to them my job, my responsibilities, and I feel it was most whole- 
some, a very pleasapt contact, and I feel that it allayed considerable 
apprehension. 

In fact, at the end of our meetings, reference was made to what we 
can do tohelp. 1 have had lots of letters of support since assuming 
office which are appreciated and have been encouraging and, | think, 
gentlemen, as I deal with this problem before the Congress, vou will 
find me forthright and frank and I assure you that in every effort ] 
will be honest with you. 

General Gray saw things medicalwise through a medical eve 
traveling with his Chief Medical Director. I understand he has not 
had that opportunity, and he asked me even before I took office, by 
a note if I would arrange my schedule so as to accompany him at 
the dedication of a hospital at Erie soon after I assumed office. I 
had had that subject in my notes to discuss with him. 

I had been informed that the Chief Medical Director had not 
attended dedications, so | went to General Gray's office and said: ‘I 
appreciate your note very much because it was one of the top things 
| had to discuss with vou. I had intended to be present and even 
stand in the crowd if I could not be on the platform.” 

He said: “The more you travel with me the happier I will be, and 
the better I can do the job knowing many problems through your 
eyes as an experienced medical man.”’ 

Then we planned this trip for a month to the West, and it was a 
delightful trip, very informative. It gave me a wealth of background 
for my job. I feel now that I am better oriented than if 1 had sat in 
Washington for 2 months rather than being in the field for a month. 

Senator Humrurey. May | interrupt to say that I fully concur with 
vour philosophy and statement. I think it is important that the 
Chief Medical Director go to visit these hospitals, particularly is it 
important that when the Administrator is making his tours to see 
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how these establishments are operating, which I think is important. 
I agree with vou that I do not believe anybody can do this job by 
sitting in an office all the time. 

I think it is important that the two of you be there and see these 
problems on the spot. 1 think that is a very commendable attitude 
and something that this committee feels very strongly about. I am 
sure that it gives a lot of reassurance to your medical men in the field. 

Admiral Boone. I appreciate your feeling that way. General Gray 
not ~ went to Erie, but while we could not dedicate Miles C ity, 
| saw also I participated in the dedication at Seattle and recently 
the einen at Albany. I, as does General Gray, forego Sundays 
in order to attend these dedications, and I think it is worth while to 
give up my Sundays to take part in a function in which I believe a 
Medical Director should take part. 

General Gray shares the platform with the Chief Medical Director 
so we both speak at those occasions. It gives me a chance to see the 
place before it is opened, and to confer with the officials and staffs and 
citizens in the local communities. 

Senator HumpHrey. On these occasions with the deans’ committees 
vou take, undoubtedly, the time to visit with them and confer with 
them on ideas? 

Admiral Boone. Mr. Chairman, | think vou would appreciate 
knowing this. I have my office confer with them to find out what 
time will be agreeable with them for me to see them. They have 
been kind enough to ask me to attend breakfast with them or luncheon 
and we have met even as early as 8:30 in the morning 

At these deans’ committee meetings General Gray appears and 
speaks briefly, and then asks to be excused because he is not a medical 
man. He feels that the problems involving medical work are my con- 
cern. We sit down for some hours and discuss the problems in the 
utmost frankness. 

When General Gray asked me to take this office, Mrs. Boone and 

had looked forward, as he said vesterday, all these many vears, to 
the day when we could be free from Government service. Although 
it is the greatest privilege to serve country, at age 62 we were looking 
forward to retiring being free to do as we want and enjoying ourselves 

Then I had been offered an imporant and lucrative position in a 
large corporation which would have meant a great help to my child 
and erandchildren, but I felt that service to country came first. | 
felt that as we are in this perilous situation as a Nation, I should not 
consider personal sacrifice, to return to public service. IT may say 
that I had recently been in Japan and Korea, and because of what 
saw there impressed on me the sacrifices that our young men ar 
making; none of us should weigh sacrifices, to give freely of ourselves 
to service and countr wf 

Now my bridges are burned behind me, and 1 recognize a great 
challenge for service to my country. I will give it the best that is in 
me, come what may 

When General Gray spoke to me on that night it stunned me, and 
| knew instinctively that there was but one answer to give, and yet 
I naturally did not want to give my answer immediately. 1 conferred 
with nobody but my wife and daughter. I understood from a quota- 
tion in the record that General Hawley was quoted in these hearings 
as having said that I did not know what I was getting into by taking 
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this position, or I was uninformed as to what it was all about, or 
that I was cieetad by the military to take it. I did not confer with 
any military people about the position because I did not need to as a 
retired naval officer. 

I was free to accept any position as long as it was not a business 
corporation making a profit through business with the Government. 
The only ones I conferred with were my wife and daughter. I have 
had a hard time to convince them, but they are now convinced that 
while the hard thing, it was the right decision to make. 

I am content with meeting the problem and letting the future take 
care of itself. 

General Gray said that he desired that he and I be a team; that 
I would be his right hand. I have had evidence of that in the last 
2's; months. We have formed that team. He gave me three direc- 
tives as it were, one for me to run the Department of Medicine as | 
saw fit, to keep him informed, to bring him only things that he was 
required to pass judgment on because of the law. 

One directive was never to say “No” to a problem if there is a way 
tosay “Yes.” If I did not feel that I had the power to say “Yes,” that 
was to bring it to him so that he could give the answer by : saving 

“Yes, if possible.” That took me back to the days when I was serving 
under Admiral Calhoun and he told me the same thing, to always 
find ways of doing things and never do the easy thing by trying to 
find how not to do it. 

I approached my job as a family physician. My ideal about 
medicine has never been changed at all by my military career. My 
ideal has always been to look at the practice of capiiibes from the 
standpoint of the family physician. I felt I should approach this 
thing with that concept. I wanted to go and see the patient, feel his 
pulse, look into his eves, know the family, know the community from 
which he came because I well know after my 40 years of medicine 
that most medical problems originate from emotionalism. 

You cannot deal with them unless you know the sources and usu- 
ally they are not only in the individual but within the family. An- 
other reason for my wanting to get out in the field and knowing 
about the patient and the community was that | am a great believer 
in good public relations. 

I have been in association at times with very poor public relations, 
which has gotten us into trouble. I know we have to be close to the 
community, the people, and to interpret what their wishes are and 
desires are so that we can know how to deal with the problem. 

You gentlemen may be interested to know that I have asked 
Karl Chesney always to notify Senators and Congressmen when and 
where I go in the field so that if they have anvbody for me to meet 
[could doso. It will always be a great privilege for me to meet them. 
| keep Mr. Chesney informed of my movements whenever I go into 
any area out of Washington. I hope that will be carried out by 
Mr. Chesney and that I can be of service in that regard to the 
community. 

Taking on this position when I did could well frustrate one with a 
weak heart. There were three very frustrating circumstances in- 
volved in an approach to a huge problem and great job. As vou 
know, this is the largest medical program in the world, I am informed, 
and to head it up means a tremendous responsibility. 





MEDICAL CARE FOR VETERANS 


The first was this controversy, which I deplore. Dr. Magnuson 
and I are good friends. He said one day when we had lunch together 
that a bolt of lightning had struck him, and I said it was a two- 
pronged bolt, one prong struck him and one me. 

The other problem was the economy requirements of Govetnment 
due to our great international embroilment, and because we must 
find ways and means of greater national economy. ‘That is a frus- 
trating problem when we have such a tremendous mission on our 
hands as the hospital and medical care to veterans, almost 20,000,000. 

The next problem is the serious one of retention and recruitment of 
professional staff. I feel there are phases of life and curves we must 
face, and if we work together unselfishly surely we can attain success 
even against evils of the present. 

Mrs. Boone and I had gone off to Key West for what we thought 
was a pleasant holiday as a beginning of my retirement when I gave 
General Gray my decision to accept his proposal that I accept the 
position of chief medical director. <A represent: itive of one of the 
Washington newspapers telephoned me at Key West and said it was 
understood that I was going to require General Gray to put in writing 
his instructions tome. I replied that I had been tn the military serv- 
ice 37 years and had served a great many admirals, generals, and, 
Presidents and had never presumed or had the presumtion or e Moonie Ty 
to ask my supe riors to put in writing their instructions ta me. 

The basis of firm relationship is a confidence in your superior and 
not an exhibition endorsing that you have no confidence in him. 
General Gray selected me, and why he did it I do not know. He 
must have felt confidence in my qualifications for the job, and I wish 
to say that contrary to some pronouncement, we have not known each 
other long. I have known his brother, Dr. Howard Gray, for some 
vears, but I had not known General Gray well. I feel he must have 
selected me as a matter of confidence rather than friendship. 

I would be unworthy of accepting this position had I been unable 
to return that confidence. The basis of our relationship is a mutual 
confidence t> which General Gray referred yesterday. 

| wish to repeat that when he asked me to take this position I felt 
during my long period of service to country—I had worked and fought 
with the military man and that I should continue to serve him when 
incapacitated if leaders in Government felt I possessed qualities which 
could be used in his behalf. I have responded merely to a call to duty. 

I am trying to establish a team in the Department of Medicine and 
Surgery. I have to have a broader outlook than just establishing a 
team in the Department of Medicine and Surgery. I have to realize 
that the Department of Medicine and Surgery is a team of the whole 
Veterans’ Administration. 

The Veterans’ Administration was not formulated by Congress to 
run a medical department alone. It was to have many facets which 
were to be cared for by the Administrator, who is the official charged 
by the Congress with the over-all responsibility. You are all familiar, 
Mr. Chairman, with the various facets of the Veterans’ Administra- 
tion, and it would be academic for me to relate them, but I recognize 
that the Department of Medicine and Surgery is just one of those 
facets, and I must not be a prima donna in any sense or think that 
everything is decided for that one facet. 
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I must be broad-gaged enough and tolerant enough and under- 
standing enough to deal kindly and generously with my associates 
and Chief Administrator so that we again can have a team in the 
Veterans’ Administration. I feel sure under General Gray as the 
Veterans’ Administrator we have that team. 

I have had nothing but the finest relations in the time I have been 
there for 2); months with every associate. I have had excellent 
advice and sound wisdom given to me, and kindness and considera- 
tion, and nobody attempting, up to this moment, to presume to en- 
croach into my department or to force their will on me. 

In these 2); months I have not had one instance when General 
Gray had not deferred to the Chief Medical Director in everything 
smacking of or touching even indirectly on medicine. IT might give 
you an example which occurred as late as last night close to 6 o'cloek. 

He had a telegram from the commander of the American Legion 
imploring him to do something about this veteran matter in Tucson, 
| believe it was, about the voung man who was turned down from 
admission into a Veterans’ Administration hospital because his ailment 
was not associated with military service. 

General Gray sent that dispatch to me. He could have replied to it 
instantly himself. He sent it to me and said, ‘This is a problem within 
your province, you act on it as vou see fit,” and I sent this dispatea: 

To all regional managers and hospitals and centers: In connection with applica- 
tions for hospitalization submitted by Korean veterans not otherwise eligible, 
careful and svmpathetie consideration should, be given each case with special 
reference to the authority under regulation 6035. 

We want VA offices to deal kindly with them and generously and 
liberally as possible, and I thought that message would be the cue for 
them to do so. 

Senator Humpurey. That is fine in view of the congressional 
action that has been taken now. This sort of clarifies the situation 
because these cases are always fraught with a good deal of emotion 
and frequently they are individual hardship cases that have to be 
dealt with on an individual basis. 

Admiral Boonr. 1 was glad that the President supported the 
Administrator of Veterans’ Affairs; that he had acted right in refusing 
admission because that particular case was not within the law. 

Senator HumpHurey. So we changed the law. 

Admiral Boonr. So Congress changed the law. I have that bill 
right before me, and we are very gratified for its enactment. 

During all this recent trip wit General Gray when we would go 
into a new hospital le would defer to tae Chief Medical Director 
because this was a facility under my juris Jiection. 

Very properiy taken we inspected new hospitals without patients, 
General Gray would start on the top floor, and ue has a procedure 
which I wish | had adopted as an inspector general many years ago. 
He goes all the way down the right side of tue hall, ana then comes 
Lack down on the other, and never misses a tuing. 

I have traveled with inspectors of the Army and Navy for 
and have Leen an Inspector general myself, and I must say, geaticr 
that I have learned a lot from him aout inspections in tuese t 
montis. I have never seen a man as thorough an inspectin 
as he is. He never missed a trick. He gives special attentio 
construction wor. 
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Then when we would go into a hospital that had patients, and the 
manager would start to walk through the hospital with him, he would 
turn and say to the manager, “This is Admiral Boone’s province, you 
go with him, and I will follow vou. I may disappear after a while, 
and I will meet vou in the office later if I do. This is Admiral Boone's 
bailiwick.”’ 

We went to the hospital in Oakland, Calif., which is a hotel taken 
over from the Army, and I might say that we have to do a lot about 
that place in the way of rehabilitation. As soon as we entered the 
manager started to talk to him, and he said, ‘This is Admiral Boone’s 
province, vou go and tell him. He will make the decision about 
what we shall do with this hospital.’ 

A few days later | had a memorandum from him listing the things 
that he suggested to me—he did not tell me—but which we should 
consider in our problem. In every matter of construction I deal very 
intimately with Colonel Dryden, the Chief Administrator for Con- 
struction, Supply, and Real Estate. We have a most delightful rela- 
tionship, and in no instance has he tried to prevail on me to do 
something which I did not think it was wise to do medically for any 
hospital alteration, or any new construction. 

General Gray has told me that he will never approve any changes 

) hospitals, any alterations, without there being a joint statement 
halied there with our signatures—Colonel Dryden’s and mine. 
He will never approve a blueprint for a hospital without seeing my 
signature on it. 

We have in our Department of Medicine and Surgery a section in 
the Division of Hospital Management dealing with construction. It 
is not as big as it needs to be. It consists of only five men to deal 
with this great hospital construction program, Its mission is to work 
in the closest liaison with Colonel Dryden’s construction office. They 
review all plans and have a voice in every phase of hospital 
construction. 

I think later Mr. Bland could read the manual which gives the 
instructions and how they are applied. 

Senator Humpurey. I think this would be a very appropriate 
point at which to do that. 

Mr. Buanp. I will introduce into the record, then, by way of first 
reference, the directive which deals with major alterations in existing 
hospital plants. This is Circular No. 16 of the Veterans’ Administra- 
tion, dated July 19, 1949. The pertinent paragraph is paragraph 
3, Which reads as follows: 

(ll major alterations to existing hospital plants when recommended shall be 
coordinated by the Chief Medical Director with the Assistant Administrator for 
Construction, Supply, and Real Estate, and a joint recommendation submitted 
to the Administrator for his decision. 


With respect to coordination of plans on hospital construction, I 
will read — the organization manual of the Veterans’ Administra- 
tion MEC-4, change 86, dated August 11, 1950, page 210.49, under the 
heading, “Hospital Requirements and Equipment Division,” which 
is a branch of the Office of the Chief Medical Director. It states as 
follows: 


The Hospitalization Requirements and Equipment Division, under a Chief, 
performs the following functions: 
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A number of functions are enumerated and No. 2 is as follows: 

Develops appropriate principles to guide VA hospitals plans; advises on, 
approves for conformity with, medical requirements construction plans for VA 
hospitals and regional office out-patient clinics, and alterations thereto. 

Paragraph 5 of the same item reads: 

Maintains continual professional review of the performance of items of medical 
and scientific equipment in VA hospitals and other field stations. 

Item 6 reads as follows: 


Formulates the professional standards for standardization and for procurement 
of items of medical and scientific equipment; develops preliminary designs for 
such items of equipment. 

Senator Humpurey. I would like to ask a question with reference 
to this last circular on hospital construction. Am I to understand, 
or is the committee to understand, that before any hospital is con- 
structed, before any contracts are let, that the Chief Medical Director 
must certify the adequacy of the plans, is that correct, Admiral? 

Admiral Boone. General Gray said that that is right. 

General Gray. Absolutely right. 

Senator Humpurey. We want to get this pinned down. 

General Gray. This is the authentic record of it. 

Admiral Boone. As to the plans which are now in being and the 
plans are all finished for the 1946 construction program, except four 
hospitals which were held up due to security matters, those other 
plans are finished business. 

Senator Humpurey. But as a matter of policy 

General Gray. Mr. Chairman, that facility and that operation 
was in effect for them as well as reiterated in the change that I have 
just had read. 

Senator Humpurey. Yes, | understand that. 

General Gray. In other words, it is a continuation of the same 
policy but the existing record is a little more emphatic and factual. 

Senator Humpurey. Admiral Boone, you have a Hospital Man- 
agement Section? 

Admiral Boonr. Yes, sir. 

Senator Humpurey. That Hospital Management Section deals 
with construction and alteration problems? 

Admiral Boones. Yes, sir. 

Senator Humpurey. Do the men in your Hospital Management 
Section have continuous relationships in the preparation of design 
and drawings and arehitectural standards when a hospital is being 
contemplated? 

Admiral Boone. I have definite assurance from that section that 
that is the case. 

Senator Humpurey. In other words, it is not just that the Con- 
struction Division prepares a plan and brings it in and says this is 
it, if you want to make a change vou have 2 days in which to do it? 

Admiral Boone. What has happened in the past I do not know. 

Senator Humpnurey. As far as your own understanding is concerned? 

Admiral Boonr. My understanding is that there must not be mere 
acceptance, but review and approval. 

Senator Humpurey. There must be a continuous relationship? 

Admiral Boonr. That is right, sir. 
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Senator HumpHreyY. Do you have a particular directive on that? 

General Gray. This one we just read spells that out. 

Senator Humpurey. | understand that the direct application there 
was primarily to the scientific equipment. 

General Gray. No, that is the other paragraph. We read you 
both paragraphs, one of which was on construction and design of 
the buildings. 

Senator Humpurey. That is correct. 

General Gray. The second one is with regard to the medical 
equipment that is to go into it in the way of X-ray and so forth. 

Senator Humpnrey. Very fine. 

Admiral Boone. I want to strengthen that department. I would 
like to pattern it after the Navy, where we had a very fine relation- 
ship with the Bureau of Yards and Docks, who do the same thing in 
the Navy that the Construction, Supply, and Real Estate Department 
does for the VA. 

Senator Humpurey. Yes, we had the Navy here to testify, and 
we were very much impressed with the splendid relationship which 
both the Navy and the Army have in reference to their hospital- 
construction programs as well as the Public Health Service. 

\dmiral Boone. | wanted to be assured that we have such a 
section. IL want to make it stronger and better. We need more 
people in it to pursue these things. 

Senator Humpurey. | think that will be long-range economy. 

Admiral Boonr. Absolutely. It will save these repairs. I would 
like to say this, Senators, that of course I see things in these new 
hospitals which are not perfect, but | never knew of a ship in the Navy 
where after the shake-down cruise vou did not have to have defects 
taken out of it. ITdonot believe any individual ever built a home with 
the meticulous attention to details but what when he moved mto it he 
did not find that doors did not open right or the light switches were 
not rightly placed or something else wrong with design and construe- 
tion. These plans for hospitals have been in formulation since 1946, 
and here it is 1951 and great changes have occurred in that time. 
| get calls now with regard to what is wrong with Albany, Buffalo, 
and so forth. We have to correct those discrepancies. 

Senator Hitt. We find that many bills have to have bugs taken 
out of them, and after they are enacted into statutes you have to go 
back and change them. 

General Gray. That is exactly what we are doing, Senator Hill, 
is trving to keep abreast of the changes. Just as an illustration | 
think I mentioned vesterday that the question of the ra of the 
patient load is very definitely reoccurring and constantly a matter 
before us. The question of how many general medical ad: surgical 
beds, how many tubercular beds, how many neuropsychiatric beds 
shall be had. 

We are trying to keep abreast of the percentage of the medical 
load. become before vou constantly with requests for money for the 
purpose of making those changes. All of that is a report to me by 
the Department of Medicine as to the shifting requirements incident 
to the change in the medical load. 

Senator Humpurey. You see, General Gray, what I am attempting 
to do here is that there have been a certain number of charges, as vou 
know, that have been made. All I am attempting to do is to keep 
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those charges in mind and to pinpoint our questioning so that there 
is not any shadow of a doubt as to what the procedure and policy is 
in the Veterans’ Administration. 

When I ask you a question on construction and alteration, what 
we want is what you are giving us today, the precise policy statement, 
your administrative regulations and bulletins included into the record 
as well as your own affirmation. 

Admiral Boone. When we went out to see these new hospitals, 
I am seeing them now as a new product, but we have found bugs in 
them. We have spent millions of dollars in the Navy to put in grids. 
Now we are told we do not need grids. In some of these hospitals 
you have them and probably do not need them. 

Senator Humeurey. Personally I do not think anybody should be 
too critical of that kind of technical change. The thing we are inter- 
ested in is the relationship that exists in the administrative structure 
of the Veterans’ Administration. You have these Assistant Admin- 
istrators with more or less equal authority in their work. Obviously 
the Chief Medical Director with the Hospital Management Section 
is not going to be charged with the building of the hospitals; that is, 
the actual engineering, you have a Construction Division for that. 

The only question that is important, it seems to me, is whether or 
not there 1s that close relationship as to the medical advice, whether 
it is made constantly available to the Construction Division, and 
that is a definite ves. 

General Gray. Unquestionably has been and will be as long as I 
am here. 

Admiral Boone. Because | foresaw there might be a question, and 
I wanted to be absolutely sure, so | spent an hour ye sterday with my 
Construction Division people and they gave me the assurance that 
that has been so. Sometimes there might be a section of plans sent 
to them, but they always have access to the whole bh eprint any 
time thev want it. 

When vou come to repairs and alterations, Colonel Dryden and the 
Bureau of the Budget come in, and we sit down and analyze the 
requirements together. [To am happy to sav that the final decision 
has been left to me to make. 

Senator Humpnrey. If vou felt there was any undue delay, for 
example. in the Construction Division under the relationships vou have 
in the Veterans’ Administration vou are empowered to go to the 
Construction Division and expedite this matter or at least see why 
the delay? 

Admiral Boone. Yes, sir. This afternoon I have an appointment 
with Colonel Dryden beeause he is going out into the field and he 
said he wanted to have any ideas | have so that he can note and 
impart them as he goes around. He said he would report to me when 
he gets back. The Administrator has endowed me with this respon- 
sibility. It is my responsibility to see that this continued liaison is 
maintained. 

If it is not maintained it is my responsibility. 

Senator Humpurey. You have the authority? 

Admiral Boone. I have the authority and [I will do it as long as | 
am given the personnel to do it. 

Another point, membership on the committee for the selection of 
managers has come up. I said to General Gray when I went into 
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that matter, it was new to me to have this kind of procedure, but I 
have now gotten the background and I am perfectly content with the 
reasons for it, which are sound. I found that my deputy was a 
member of that committee. 

He is very informed in these matters; knows the people better than 

do, certainly now, but because of citicism, I felt the position of 
Chief Medical Director should be represented on that committee. I 
asked to have the committee changed and have me put on. 

General Gray immediately put me on the committee. Then I said 
I wanted to go beyond that because of the restriction that the Chief 
Medical Director could not have an alternate, and I asked to have 
analternate. He authorized Dr. Freer, my deputy, to be the alternate. 

We have the understanding that when both Dr. Freer and 1 are 
away I designate who will be on the committee. Dr. Freer has told 
me that as long as he has been on that committee never in one single 
instance has a manager of a hospital been selected that was not his 
recommendation. His recommendations come from the professional 
staff of the Control Office of VA, not himself, after screening all the 
records as to the man’s capabilities. 

Then the committee of three select three, A, B, and C, names. 
But the committee itself never questions, Dr. Freer said, when it 
comes to a manager of a hospital. The committee recommendations 
then go to the Administrator, who is empowered to make the final 
selection. He told me the other day in only one instance did he not 
take the top man recommended to him. 

General Gray. May I interject there a statement whic h I think you 
gentlemen ought to know? I walked into this job 3% years ago with 
90 hospitals to be constructed. It is my past history in life that I 
tried to get the right kind of an organization, and then get the best 
man that I could find to fill the various notches. Usually I have had 
such experience on the property to be able to evaluate the people, 
but 90 hospitals out of 180,000 available candidates was just a little 
bit too great for me to do. 

So as a result I will be very glad to insert into the record my request 
on every manager and Assistant Administrator that there must be 
in his organization a man who had outstanding managerial capacity 
and for my assistance in the selection of leaders and managers, would 
they not please give me their individual recomme wndations of anyone 
working for them that they felt had managerial capacity. 

(The following was subsequently supplied for the record:) 

OcToBeR 5, 1949. 
To: AA’s, Chief Medical Director, the Solicitor. 
Chairman, Board of Veterans’ Appeals. 
Managers, VA Centers, Hospitals, Regional Offices and District Offices. 
Personal and confidential. 

1. Because of organizational chanyes and in the interest of efficient administra- 
tion, it is necessary to establish a system which will aid the Administrator in acting 
without delay in appointing managers and assistant managers of field stations. 

2. The primary consideration in filling vacancies in the position of manager or 
assistant manager will be to obtain the individual best qualified to do the job. 
Selection will be based upon qualifications, merit, length of service, and avail- 
ability. 

3. To this end the officials to whom this communication is addressed are re- 
quested to submit confidential nominations directly to me of employees who, in 
their opinions, have the proper qualifications for consideration for assignment to 
either or both such rosters which will be set up in my office. It is desired to 
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establish these rosters by November 1, 1949. The initial nominations should be 
submitted without delay and additional nominations may be submitted at any 
time. It is desired that each official keep his nominations up to date and where 
more than one nomination is submitted the order of recommended priority be 
stated; that is, if two or more nominations are of record at any time the nominating 
official will cleariy indicate the order in which he recommends their consideration. 
4. A separate confidential letter should be submitted for each employee nomi- 
nated to each roster. The letter should contain a frank evaluation of the nominees’ 
qualifications, including the following: 
(1) Date and place of birth. 
(2) Present position and past experience. 
(3) Edueation. 
(4) Military service. 
(5) Health and physical condition. 
(6) Efficiency ratings and/or proficiency ratings for previous years of 
employment by VA (not to exceed 5 years). 
(7) Personality and ability to meet and deal with people 
(8) Character and loyalty. 
(9) Leadership qualifications, ability to exercise sound judgment, and to 
promote employee morale. 
(10) Appreciation and understanding of the mission of the VA. 
(11) Opinion of nominating official as to whether geographical location is 
of special importance to the nominee in considering him for position of 
manager or assistant manager. 
5. A selection committee to serve for a period of 1 year will be appointed by 
the Administrator. It will be the duty of this committee to personally inquire 
into the qualifications of the individuals on the rosters and submit to the Admin- 
istrator from time to time as vacancies occur, the names of the three employees 
who, in their personal opinions, are best qualified for the vacancy, together with 
all data available to them concerning such employees. It will be the duty of the 
selection committee to personally make a continuing study of the rosters so that 
immediately upon receipt of information that there is a vacancy, or one is antici- 
pated, appropriate recommendations will be available. With respect to employees 
in the classified service, the selection committee is authorized to request technical 
advice and assistance from the office of the Assistant Administrator for Personnel 
in connection with ascertaining whether nominees meet minimum qualifications 
prescribed by the Civil Service Commission. In the event they are advised that 
an employee is not qualified, this determination will be communicated to the 
official making the nomination by letter prepared for the signature of the Deputy 
Administrator. 

This communication is for your own information and action. Your nomina- 
tions must be kept confidential and your copies retained in your own desk 


Cart R. Gray, Jr., Administrator. 


As a result I asked for certain specific things, and then authorized 
them to add anything else to the recommendation that they cared to 
do. Then I formed this committee for the purpose of screening and 
analyzing and interviewing these people so that they could assist me 
in the selection of the best. That is all the 2 is to the whole problem, 
and that is the modus and the reasoning for this procedure, and if 
anybody can pick the best man alone out of 180,000 people for these 

vacancies he is a better man than I am or anybody else that I happen 
to know of. 

Admiral Boone. | would like to supplement that statement—even 
the recommendations come from the top medical officials from the 
professional staff of central office. They come up with their recom- 
mendations, and then the three best are selected by reviewing their 
records, length of service, and their whole status. 

It is an involved process. They even got out into the field to inter- 
view these people. Dr. Freer has told me that never in one instance 
has his recommendation been turned down by the two other members. 

General Gray. The other two members are rotated among the other 
Assistant Administrators who have an interest in that hospital. 
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Senator Humpurey. I understand. 

General Gray. The fellow who has no connection with the hospital 
is not on the committee and will not be appointed to the committee. 

Senator Humpurey. The Chief Medical Director, in other words, is 
the permanent member of the selection committee? 

General Gray. That is correct. The admiral asked me’ for it, 
and Thad, as [ told you yesterday, a very definite intention of alternat- 
ing the Chief Medical Director and his assistant or deputy. The 
admiral said he would like to be held responsible for that, and that 
he could not always personally act, but if he were the responsible 
person and was permitted to allow his deputy to act as his alternate 
at a time when he was not available he would like that. 

! said that that was all right with me, and it was done. 

Senator Humpurey. Was there any exchange of correspondence 
on this, General Gray? 

General Gray. Which? 

Senator Humpnrey. Did you give a sort of letter or order to 
Admiral Boone in reference to this selection? 

Genera’ Gray. It is a definite written order. 

Senator Humpurey. Would it be possible to have that in the 
record: 

General Gray. We would be happy to insert the direct appoint- 
ment of the admiral and his deputy. 

Senator Humpurey. Fine. 

(The information follows: 


OFFICE MEMORANDUM 
Marcnw 16, 1951. 
Selection Committee, Assistant Amdinistrator V. R. and Ek. Chairman. 
electia Committee, Deputy Chief Medical Director 
Selection Committee, Assistant Administrator, C. S. and R. E 
rom: Administrator 
ject: Appointment of selection committee for managers and assistant managers 
Reference is made to mv memorandul ; tober 2, 1950, on the subject 
above stated 
iffective at once Vice Adm. Joel T oo! named as member succeeding 
Dr. A. Freer, designated as alternate in case Chief Medical Director is not avail 


iN Chief \ledical Dire: tor 


Admiral Boone. It is not in the written order that when both 
Dr. Freer and I are simultaneously away, | have authority from 
General Gray to nominate an alternate. | acquired that verbal 
authority after the afore-mentioned order was promulgated. 

Senator Hitt. Of course that is a procedure, Admiral, that is fol- 
lowed in our Armed Forces, and a procedure followed in private indus- 
try, for example, a procedure which the Standard Oil would follow. 

General Gray. It is a procedure followed throughout all old 
businesses. 

Admiral Boonr. I would like to mention that Dr. Freer is most 
capable and has been in the VA for 4 years. He was a colonel in the 
Medical Corps, Army, retired. General Hawley, Dr. Magnuson, and 
others have nothing but the highest respect for hum. 

General Gray. May I say that the Administrator feels that way, 
and is satisfied with his services, more perhaps than they. 
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Admiral Boone. He would know better about the selection of 
manager, but I feel that 1 should bear the responsibility. 

General Gray. The reason that I do not permit someone else to 
act is that L want that individual responsibility exercised by the man 
in authority who is supposed at least to know most about the job. 

Senator Humpurey. | would say that was a very sound administra- 
tive practice. 

General Gray. | think so. 

Admiral Boonr. | have heard criticism that the Chief Medical 
Director did not come in on the picture of selecting the hospital sites. 
On this trip west, General Gray and | looked over several sites for a 
new hospital which will have to be built in the Los Angeles area to 
take the place of the one that is being given up; that new hospital is in 
the President’s program of 174 hospitals. 

In fact, he and | looked at two sites, and then he sent me a third one. 

Senator Hitt. Let me ask this: Would we find in any of these 
orders or memorandum or letters between you and the Administrator 
anvthing with reference to the site selection to which vou have just 
adverted? 

Admiral Boone. I know of nothing in the order, sir. I just feel 
it is a part of our relationship and our administrative responsibility. 

General Gray. May I inject, Senator Hill, a thing that may 
intrigue vou gentlemen. I happened to think of it, that veu might 
ask a question about site selection and | would like to furnish copies 
of these because these are my own, but I would like to show vou 
something that I learned in 1918. 

One, Walter Dillscott, who provided a system of evaluation of 
people which in round figures is nothing more or less than the utiliza- 
tion of comparing man for man with certain qualifications. You will 
notice that first one is physical fitness. You will notice that it says 
that vou are to pick the most physically fit man vou can think of. 

Then vou pick the less physically fit and vou finally get five men 
from top to bottom. Then when | am evaluating a man, | compare 
him man for man and put him where he goes. He gets then an evalua- 
tion. Therefore, in the selection of a hospital site, the only selection 
that the present Administrator has made, he uses that same form. 
We pick site for site based on the various and sundry reasons. 

Senator Hitt. | think it might be interesting to put that in the 
record, 

Senator Humpnrey. | feel we should get a copy of that. I think 
it is very illuminating as to how you make these site selections. 

(The information follows:) 


CHECKLIST OF WEIGHTED Factors FOR NBUROPSYCHIATRIC Hosprrat 
SELECTION 


500 to 1,000 beds; land requirerme 
4. LAND 


Topography: Level or slightly rolling. All usable, with adequate drainage 

Soil: Subsoil of high load-bearing capacity, to avoid pile or mat foundation, 
with topsoil of reasonable fertility for lawns and planting, and for farm 
therapy 

Cost of land 


Total weighted factor A 
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B. LOCATION 


Professional staffing: Site should be near a medical school or medical 
center, to permit postgraduate training of medical personnel, as well as 
easy access to consultants and part-time specialists. Ease of access in 
terms of travel time rather than distance shall determine weighting 

Proximity to center of veteran population_____.-_---__- ‘ 

Accessibility: 

Rail: Community should be served by main line class A railroad 

Bus: Local bus service should be available; overland service to site is 
desirable se [ ; 

Taxi: Single fare should be reasonable, and group rates to site avail- 
able : ae , scan 5 —_ 

Auto: Site should be on paved road, preferably United States north- 

south or east-west highway - : 

Neighborhood: Should be in a residential area, zoned to exclude in- 
dustry 

Public reaction: Site should have acceptance of public 


Total weighted factor B 
Cc. UTILITIES 
Water: 500 beds, 150,000 gallons per day; 1,000 beds, 300,000 gallons per day_ 
Sewer: Connection by suitably sized main to adequate disposal system 
Electricity and. gas: Service should be available at site._______- ols 


Total weighted factor C 


D. AVAILABILITY OF HOUSING 


Units in which children are allowed should be available, under construe- 
tion, or definitely planned: 500 beds, 100 units; 1,000 beds, 150 units____ 10 


Total weighted factor D 
E. NONPROFESSIONAL STAFFING 


Community should be metropolitan in nature, affording educational, recrea- 
tional, and social opportunities sufficient for the average family. There 
should be available a local supply of nonprofessional, artisan, and mechani- 
cal employees, as follows: 500 beds, 420 employees; 1,000 beds, 800 
employees : 


Total weighted factor E 


SUMMARY 
Item A weighted factor : 23 
Item B weighted factor 10 
Item C weighted factor ; 12 
Item D weighted factor : 10 
Item E weighted factor 15 


Total ; . 100 


(Page from War Department instructions on evaluation of officer personnel 
referred to for comparative purpose by General Gray above.) 


How To Use THE ScALE 


10. Rate your subordinate for physical qualities first. Consider how he 
impresses his men by his physique, bearing, neatness, voice, energy, and endurance. 
Compare him with each of the five officers in section 1 of your rating scale, and 
give him the number of points following the name of the officer he most nearly 
equals. If he falls between two officers in the scale, give him a number accordingly 
(e. g., if between low and middle, give him 7, 7, or 8) 

11. Rate the subordinate in a corresponding manner for each of the other 
four essential qualifications. 
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12. In rating, make a man-to-man comparison of the subordinate with the 
officers whose names appear on vour scale—never in terms of numbers directly. 
Disregard the numerical equivalent until you have made these concrete com- 
parisons, 

13. When rating several subordinates, rate all of them on each qualification 
before adding the total for any one. 

14. This is not a percentage system and you should not allow yourself to fix 
in mind any particular number of points you think the subordinate ought to get 

15. The total rating for a subordinate is the sum of the ratings you give him 
in the five separate qualities. If these directions are followed carefully, the 
average of any considerable group of officers rated will not be over 60 points. 

16. Each officer below the rank of brigadier general will be rated by his imme- 
diate superior. Ratings will be revised or approved by the immediate superior 
of the officer making the rating. The revising officer will use his own scale and 
make ratings independently of those made by the rating officer. Superior officers 
will see that their subordinates make all ratings according to the rating-scale 
system, in order that. a just and equitable record may be had for all officers in 
the Army. 

I. PHYSICAL QUALITIES 


Physique, bearing, neatness, voice, energy, and endurance (consider how he im- 
presses his men in the above respects) : 
Highest L! 
High > 
Middle 
Low 
Lowest 


Il. INTELLIGENCE 


Accuracy, ease in learning, ability to grasp quickly the point of view of command- 
ing officer, to issue clear and intelligent orders, to estimate a new situation, and 
to arrive at a sensible decision in a crisis: 

Highest 1; 
High 1: 


Middle 
Low 
Lowest 


lil. LEADERSHIP 


Initiative, foree, self-reliance, decisiveness, tact, ability to inspire men 
command their obedience, lovalty, and cooperation: 
Highest 
High 
Middle 
Low 
Lowest 


IV. PERSONAL QUALITIES 


Industry, dependability, lovalty, readiness to shoulder responsibility for his own 
acts, freedom from conceit and selfishness, readiness and ability to cooperate: 
Highest : a 
High_- 1: 
Middle 
Low 
Lowest 


V. GENERAL VALUE TO THE SERVICE 


His professional knowledge, skill, and experience; success as an administrator 
and instructor; abilitv to get results: 
Highest 10 
High 32 
Middle 24 
Low 16 
Lowest S 
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General Gray. The three men who do that are the Chief Medical 
Director, Chief of Construction, Supply and Real Estate, and the 
Administrator and the Deputy Administrator. 

In the selection of only one site that | have made we were all 
concurrence as to which one was the best site. 

Senator HumpHREY. So you have a sort of site selection panel? 

General Gray. It amounts to that. That is the way they are 
going to be selected. 

Senator Hiuw. | will say this, that when you selected your site in 
Birmingham, Ala., vou certainly selected in my opinion the best site 
vou could have selected. 

General Gray. | did not select it, sir. 

Senator Hiri. Whoever did select it. 

General Gray. I believe that most of these sites are rather well done, 
and [I think a very careful action was taken by whatever means it was 
before, but I want you to know how it is being done now. 

Admiral Boone. I hope the Senator will be as amused as | was when 
some of my own professional colleagues met with me and we discussed 
site selection. One doctor observed “Well, you can veto a site 
that the general might select.” That was lameun to me that I, 
as a subordinate, could veto a site selected by the Administrator. — | 
could advise against it but certainly not veto 

General Gray. He is a part of the selection board, let us put it that 
Way. 

Admiral Boone. I have learned in my long career that subordimates 
cannot make any policies not in consonance with your supertor’s 
policies. | feel very strongly that once his policies are made that 
while I shall oppose them if contrary to my best judgment up to the 
point the decision is made; but then I will click a heels together and 
say, ‘Aye, aye, sir.’ If LT cannot I do not belong in my present 
positlon. 

General Gray looks upon me, you might say, as similar to a 
Surgeon General. | attend many meetings with the Surgeon General 
of the Army, Navy, and Air Force and Public Health. I look upon 
the Administrator as [ did the Secretary of the Navy, an official 
eeeenen by the President and confirmed by the Congress. I have 
nothing but a very definite obligation to carry out the directions of 
the Administrator, and with alacrity 

He jooks upon me as the coordinator of all the VA medical facili- 
ties -the hospitals, domiciliary homes and medical clinics in the 
regional offices. Then again I pass on to the managers of the hospitals 
and domiciliary homes the authority and responsibility and they are 
held accountable for everything in the hospital. Anything that does 
not meet with their approval they must prevent for they are held 
accountable for the entire function and program in their facility. 

Senator Humpurey. Your hospital managers? 

Admiral Boonr. That is right. No matter what is done there, 
whether alterations, chaplain service, or special services. You can 
only have one head of anything, and in this instance it is the manager. 
General Gray said yesterday if there are any differences that cannot 
be handled of any moment, they can be brought to him, as a court of 
last report as it were, but through me the Chief Medical Director. 

I am the clearing house from them to him, and the clearing house 
from him down to them. 
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Senator Humpnrey. That is more or less the program that you 
had in the Navy? 

Admiral Boonr. Exactly. I can live in that atmosphere oe I 
am familiar with it. It is not very much different from the Navy. 
The organization chart is very much like what we had in the Navy. 

General Gray. It is much’ like the business in the Army, Navy, 
and so forth, but the lines are identical. 

Admiral Boone. I want to say that IT have nothing but tremendous 
admiration for the Navy Medical Department, and T have been a part 
of it for many, many years, and have dealt with all of the military 
medical services. I do not say that with bias because I have had a 
chance to work with all, and I have tried to inculcate the idea with 
my Navy friends that we can always learn a lot from the other fellow 
the Army, Air Force, and the Public Health Service. 

I do not think there is a better governmental medical organization 
than that which we have in the Naval Medical Corps. 

| would like to touch on this organization chart which has been 
much in controversy. 

Senator Humpurey. May we just back up for a moment because 
this was another point that was in controversy and we want to get the 
record very clear and get our thinking perfectly straight on it. You 
were stating that the hospital manager is, in military parlance I sup- 
pose you would say, an area commander? 

General Gray. He is the unit commander. 

Admiral Boonr. The unit commander. 

Senator Humpnrey. In charge of this installation? 

General Gray. Yes. 

Senator Humpurey. He has all the powers to coordinate all the 
activities that are channeled through that hospital unit and his im- 
mediate superior of course is the Chief Medical Director? 

Admiral Boone. That is right. 

Senator Humpnrey. Any differences of opinion that may exist at 
the hospital level, any differences that cannot be reconciled there, are 
channeled through vou, and if you cannot handle it, to the Adminis- 
trator? 

Admiral Boone. The court of last resort is the Administrator, 

Senator Hitn. But it has to channel through vou just as it would in 
the Navy . 

Admiral Boone. They can deal with the Administrator, but it has 
to go through the Chief Medical Director. In the Navy for ¢ xample, 
we might take the Bremerton, Wash., Navy Yard or base where there 
is a hospital within the vard. There is a base comm ander, and then 
there is the commanding officer of the aa ee il, who runs the hospital. 

Very properly the commanding officer of the hospital does not run 
the base commander. The base commander has a superior relation- 
ship to the commanding officer of the hospital. The Secretary of 
the Navy, the Chief of Naval Operations, and the Commander of 
the Thirteenth Naval Distriet control the base commander. 

Senator Humpurey. Let me ask vou this question then, Admiral. 
Through these hospitals vou have the special services working, you 
have the construction and maintenance, vou have supply, personnel, 
budget, and finance? 

Admiral Boone. Yes, sit 
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Senator Humpurey. | suppose your counterpart at the national 
level, the central office level, the man in charge for example of con- 
struction would have direct contact with the hospital manager. He 
does not have to work through you? 

Admiral Boone. Just like the Chief of the Bureau of Yards and 
Docks, for example, would have with the commanding officer of the 
hospital on certain matters. The Chief of the Bureau of Supplies 
and Accounts can deal with the commanding officer because in the 
naval hospital you have disbursing officers and Supply Corps officers 
for disbursement functions. They do not come under the medical 
head only. They have a definite relation to the Bureau of Supplies 
and Accounts. We have nothing to do with how they run their 
office there. That is handled by the Chief of the Bureau of Supplies 
and Accounts. Again as to ships service stores, which are like our 
VA cantens. We used to have those under the hospital command- 
Ing officer and we are delighted to be relieved of them. We give 
the ships service housing space, but the commanding officer does not 
tell them what merchandise to buy or what profits to make. 

The same thing applies in the Veterans’ Administration. 

Senator Hitt. | am sure that with these recent rises in prices vou 
are very happy not to have them. 

Admiral Boone. Both the Chief of the Bureau of Supplies and 
Accounts and the Chief of the Bureau of Yards and Docks, very 
properly, should keep the Surgeon General informed. Take Bremer- 
ton Naval Hospital again. They do not have a separate, we will say, 
Yards and Docks construction officer. He is not under that hospital 
commander, but is under the Distriet Public Works Officer and under 
the Chief of the Bureau of Yards and Docks. Some naval hospitals 
have assigned by the Bureau of Yards and Docks to the hospital, a 
Public Works officer who is under the commanding officer with a 
relationship to the Bureau of Yards and Docks. 

Senator Humpurey. What | am trying to get clear now is whether 
or not there is any contradiction in statement or policy. You say 
that the hospital manager is a unit commander or the unit manager 
of all services being conducted there? 

General Gray. He is the general manager. 

Senator Humpnurey. The general manager of all services in this 
hospital. One of the services in that hospital is known as special 
services? 

General Gray. That is right. 

Senator Humpurey. That covers recreation and so forth. Am I to 
understand by your statement then that the Assistant Administrator 
in charge of special services can conduct that program in that hospital 
without any control by the general manager? 

Admiral Boone. No, sir. 

General Gray. Nor without the approval of the Chief Medical 
Director. It shows that he can do nothing except as approved by 
the Chief Medical Director. 

Senator Humrurey. I am glad to have that. 

Admiral Boone. May I give a practical application of that? On 
this trip, because of this existent situation, every place I went I asked 
managers, “Is anything conducted in your hospital without you 
knowledge and approval or desire?”’ 

They said, “Positively no.”’ 
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1 said, ‘That is what we want. How about the volunteer service, 
Red Cross and others?” 

They said, “It all has to be programed according to our wishes.” 

I asked with reference to the library, and it was the same thing. 
I asked them about the PX, which is quite independent of them, 
just like the ships service and the canteen in the Army, but he still 
has the relation to them as the over-all man, and they operate with 
his approval. 

Senator HumpHrey. The special services division or department 
of the Veterans’ Administration is primarily directed, it’s not wholly, 
to vour hospital? 

Admiral Boone. Support service. 

Senator Humpnrey. Why is it necessary to have a special services 
department? 

Admiral Boonr. That is a matter to which I am giving very careful 
attention to. Presently | have an open mind on it. General Gray has 
told me about it, and | might say that General Kerr came and talked 
tome. He is a very fine gentleman. 

Senator Humpnrey. Yes indeed. 

General Gray. He has a fine, long experience in that particular 
thing. 

Admiral Boone. In the Army! 1 said to him, ‘Ts this a popular 
set-up? He said that the medical advisory group to the VA does not 
approve it. Dr. Magnuson did at a time, but after a time he did not 
approve the way it was set up. I said that it was new to me, that I 
had never lived with this kind of set-up, but that I would go out and 
study it. I told him that subsequently he and I could discuss it. 1 
said that if it does not seem to meet the best requirements of hospital 
management and for the best service of patients | would not have 
any hesitancy in recommending that it be changed. 

General Gray and 1 discussed it after | saw it in the field. He said 
to me after we returned to Washington, “At your pleasure if you have 
ideas that you want to recommend to me as to how this should be 
modified | am receptive Lo accepting your beaMbint tel resins 

Senator Humpurey. So in essence it is under review as to its rela- 
tionship and need to the total medical program? 

Admiral Boone. Whether it should be as it now ts or whether i 
should be set up otherwise | would be unfair to my trust if I made a 
premature decision at this time. It is not just a service to consider, 
but it has a relationship to a lot of people’s pay. It may be all right 
with General Kerr to modify the set-up, but then you come down to 
the position, status, and pay of thousands of people and then you will 
hear about it, gentlemen. 

Senator Humpurey. That is no easy problem. 

Admiral Boonr. You reduce one fellow’s status, vou will reduce 
his pay and you will lose morale. So I have to deal with the thing 

carefully and cautiously so as not to cause any disruption in the 
service or demoralization or create a situation that could come back 
onto Congress by virtue of bad public reaction, 

It has to be handled tolerantly and understandingly. 

Senator Humpnrey. I hope vou realize at least how | personally feel 
about this in the matter of the civil-service program involved. 1] 
recognize there are a number of people employed there. I recognize 
also that under civil service a man’s rating as a civil servant Is governed 
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frequently by the number of people that he supervises. That often 
puts a premium on not breaking up and disbanding them or finally 
getting rid of them because of the economic effect or status that it has 
on some of the supervisory personnel. All I am asking and all I am 
interested in is that vou have this problem under consideration because 
there was evidence brought into testimony that the Special Services 
did present a problem in the hospital. I do not think there was any 
evidence saying that there ought not to be a program like Special 
Services. 

The whole area of discussion was as to the relationship of the 
Special Services to the Chief Medical Director and his program. | 
do hépe that vou will pursue that on the basis of trying to work out 
the coordination or the supervision that is necessary to give a complete 
assurance of this being tied directly to the hospital management and 
and the hospital and medical services. 

Admiral Boone. In all frankness I would like to say, Senator, 
that I do not wish the record to show that I have made up my mind 
and approved the way it is set up. 

Senator Humpurey. And I do not think we ought to press you nor 
shall I do so in term: of what the ultimate decision may be. I am 
heartened to know that you and General Gray have looked into this 
and have made a study. 

Admiral Boone. Again it is a team problem, and we want to be sure 
that we do not pull out the wrong plaver that is effectively carrying 
the ball. 

Senator Humpurey. Even as it is now, if I understood your testi- 
mony correctly, as it is now the operation of that division is subject 
to your, might we say, veto in any particular activity or service? 

General Gray. They cannot do a thing without his approval 

Senator Hint. They cannot do a thing without the Medical Di- 
rector’s approval? 

General Gray. May I repeat what was said yesterday, Senator Hill, 
which is specific in that direction? 

Mr. Bianp. This was in the general statement ear The 
Veterans’ Administration organization manual, MEC-4, page 213.01 
ws follows: 


cial Services programs are planned in coordination with the Department of 
Modic 1 Surcery and eon bat 1 by Special Services personnel for patients 
participation in the Special Services program has been cleared or specified 
wpropriate medical authorities. 
\dbrtral Boone. The managers tell me that no program is worked 
out by what they call the Chief of Special Service in the hospital 
without their approval and prescribing of it. It must not interfere 


with the eare of patients in any way. 


Gray. In other words, sir, they are like a druggist, and 
they eannot do a thing toward compounding a prescription until 
hey vet the doctor’s prescription. 

\dmiral Boone. \lay I read the first: two paragraphs of circular 
\ Hand perhaps it will help crystallize the thinking in this matter. 


(re eral 
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VETERANS’ ADMINISTRATION 
WASHINGTON, D. €. 
Circular No. 16, July 19, 1949 
OPERATION OF VA HOSPITALS 
1. The sole purpose of operating VA hospitals is the care and treatment of 
patients. This is the duty of the Department of Medicine and Surgery. All other 
personne! in hospitals are there for the purpose of supplementing and assisting 
the Department of Medicine and Surgery in carrying out this duty. 
2. Since the activities of nonmedical services in hospitals have a bearing on 
the care and treatment of patients, managers of hospitals will be responsible to the 
Administrator through the Chief Medieal Director for the over-all operation 


of hospitals, and through the appropriate Assistant Administrator for technical 
matters solely under their respective jurisdictions. 

3. All major alterations to existing hospital plants when recommended shall be 
coordinated by the Chief Medical Director with the Assistant Administrator for 
Construction, Supply, and Real Estate and a joint recommendation submitted 
to the Administrator for his decision. 


Cart R. Gray, Jr., 
Administrator of Veterans’ Affat 

Senator Humpurey. What date is that circular? 

Admiral Boonn. July 19, 1949. 

Mr. Buanp. That has been introduced in the record already. 

Senator Humpnurey. Is that a part of the VA manual? 

General Gray. That is the manual. Everything else stems from 
that. 

Senator Humpurey. I merely wanted to get that cleared up. 

General Gray. That is the major basic premise of the whole 
thing, sir. 

Senator Humpnrey. Under Special Services again I want you to 
know that in the testimony we had on it, for example, your predecessor 
said he had the most cordial relationships with General Kerr. Ap- 
parently General Kerr has a record of cooperation and being able to 
work in cooperation. However, there was a feeling, not a feeling, but 
| think it is fair to say that the Assistant Administrator of Special 
Services has an independent operation by the fact that he is set up 
on the chart as an Assistant Administrator, and this is a matter of 
convenience, is it not, a matter of inside understanding that the co- 
ordination shall be between the Medical Director and the Adminis 
trator of Special Services and the hospital manager? 

Admiral Boone. When | become convinced that is a bad set-up 
I will have no hesitancy in recommending a change. 

Senator Humpurey. | know there will be plenty of resistance if 
there is a change contemplated, not on the part of vou or the Adminis- 
trator, but | am afraid that the resistance will come from my friends in 
the civil service for whom I hold great regard. However, I feel that 
here again is one of those tough problems that sometimes you have to 
grab hold of even though it causes a lot of uproar in the field. 

Admiral Boone. I have been in a lot of battles, Senator. 

Senator Humpurey. I am sure you have been in a lot more than I 
shall ever be in. 

Kor the record here | merely want to make note of the fact that we 
have been discussing the probable desirability on the basis of admin- 
istrative organization of having special services as a subordinate or a 
coordinate position in the Department of Medicine and Surgery, in 
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the Chief Medical Officer's jurisdiction since most of the special. sery 
ies if not all are directed toward the care and the welfare and the 
recreation and rehabilitation of patients 

Admiral Boone. All of them are, I think. 

Senator Humpurey. Yes. 

Admiral Boone. The chaplainey and the entertainment program 
are definitely. 

Senator Humpurey. For the long pull, in view of the fact that you 
are having the present cordial relationships based upon personal and 
administrative direction it may be desirable to contemplate structural 
organizational change. 

Admiral Boonr. | am Se eee convinced it needs study. 

Senator Hin. Admiral, as I recall we had some testimony here to 
the effect that iota some patients in some hospital were given 
violent physical exercise when they were suffering from tuberculosis 
The idea was, vou see, that whoever was operating the special service 
in that particular hospital did not have the proper medical O. K. o1 
medical approval for those particular exercises given to those patients 

Admiral Boone. Senator, | think that is a matter of personal equa- 
tion and any manager who would pe anil that to oecur is derelict in 
his duties. When | had 3,400 patients at Seattle hospital 1 was sure 
every day that | was in command and nothing transpired, educational 
service, recreation, movies, or Whatever it was, that I did not know 
about and had control of it. Nothing was done in that hospital that 
did not meet my sanction and approval, and that is what I find in the 
field in the VA hospitals up to this period of observation. 

Senator Humpurey. | think I have a justification for my _ belief 
that with vour philosophy of being able to coordinate and give a few 
directions possibly some of ‘on at will be eliminated. I mean some of 
this failure to know what is going on in this particular unit. 

Admiral Boonr. If I have to bear responsibility 1 will hold people 
to account for their responsibility 

May I finish up with one thing before I touch on this chart, and that 
is the matter of supplies because the question arose yesterday as to 
what regulation specifically gave the contro! of supplies, the acquisition 
of drugs and things, to the Department of Medicine and Surgery? 

Mr. Buanp. I would like to read and put into the record the per- 
tinent provision of MEC—4, Manual of Organization of the Veterans’ 
Administration, Change 86, August 11, 1950, on page 210.44 under the 
heading “Pharmacy Division.” That is a Division of the Department 
of Medicine and Surgery. 

The Pharmacy Division, under a Chief, performs the following functions— 
There are several items enumerated and I will read 3 and 4: 

3) Maintains continuing review of new developments in drug therapy, advises 
central office professional staffs with regard to evaluation, procurement, and utili- 
zation of drugs in VA medical programs; prepares and revises lists of drugs ap- 
proved for VA use in collaboration with professional medical staffs in central 
office. 


Item 4 reads as follows: 


t) Advises the Assistant Administrator for Construction, Supplv, and Real 
Estate as to drug items which have been approved by the Chief Medical Director 
pI} 7 
for use at VA field stations: makes recommendations for stocking of drug items at 
VA supply depots, and for procurement on decentralized contracts of drugs not 
suppt I 
carried in depot stock. 
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| think we might also introduce into the record the more detailed 
procedures with respect to procurement of drugs contained in Techni- 
cal Bulletin 104-191, Veterans’ Administration Technical Bulletin, 
July 22, 1949. 

Senator Humpnrey. We will receive those in the record and print 
them in full if that is the way you wish to do it, 

General Gray. That is right, sir. That very specifically definitely 
specifies just what I said vesterday was true. 

(The information follows: ) 


VETERANS ADMINISTRATION TECHNICAL BULLETIN 1OA-191, Juny 22, 1949 


DRUG POLICY AND PROCEDURE 











Nott his technical bulletin cor 1 complete rer VA Te i Bullet \ 
revised and added material is indica brackets, and de » I ket 
i graph 
Additions to VA approved drug list 
Comuiittees on tl speulic agent 2 
Procedure for storage and dispen 1 } i t i 
ve De suthorized | Ist 
Re sion 4 
tdditions to VA tp] | } “ 
a. “VA approved drug tists” include dru 1) in the VA Sup] Catalog No. 3, 
, ‘ . ' : 
Medical Supplies, section I, class 1; (2) o1 Decentralized Schedule and current 


suppiement: thereto; and (3 approved for use by letter from Chief Medical 


Director L }. 





b. It is desired that physicians and dentists in field activities assume complete 
professional freedom, consistent with sound medical practice, in the choice of 
therapeutic agents and suggest to Central Office drugs which are available in 
nlersta commerce, for addition to the VA approved drug lists. 

Recomm :datio s for the additio of drug fo the appr ved 1IStS will be 
ubmitted to the Chief Medical Director, Attention, Chief, Pharmaey Division 
C J. Recommendations may be submitted by properly signed letter. (See 
exhibit A 

1 When a significant number « ave indicated interest in a drug, 
the v( el Medical Director] ne ten for inclusion on the V \ 
ipproved drug lists \cknow be made of receipt of such 
recommendations, If request ec ved, field ations will be notified 
of such action by the Chief Me J Periodic announcements 
f the approval of drugs for us n tration permit interim pro- 
‘urement by sual method on ding accomplish { f ck pot tocking or in- 
clusion on decentralized contract 

C'ommuttees on the rape fic agents 

[a.] The Manager of each hospital, center, and regional office will establish a 
Committee on Therapeutic Agents composed of three or more members. The 
‘hairman of the committee wil! be the Chief Medical Offiecr or L J Chief 


Professional Services [ ,] or his physician designate; the secretary will be a 
pharmacist; at least one member will be chosen from the consultant staff, if and 
vhen available; and permanent or temporary members from the Dental Division 
and concerned medical specialties 
[b.] The committee will hold reguiarly scheduled meetings monthly or 
oftener at the call of the chairman. 
{Ce.J] The functions of the committee will be: 
1) To formaily request, prior to use, from the [Chief] Medical Director 
Attention, Chief, [Pharmacy Division]) authority to use any drug considered 
desirable in the treatment of veterans (with the exception of radioactive isotopes) 
vhich is not avarlable in interstate commerce: specifica ly, drugs which are in the 
stage of clinical evaiuation. Such requests will be strictly limited to drugs which 
are being used by well-qualified ciinical investigators in their practice and uni- 
ersity hospitals. [The following information should be submitted with each 
request: 
a) A brief case report. 
(b) Reasons for desiring to use the requested drug 
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(ec) References in the literature or other sources of information relative 
to clinica! use of the drug 

(d) Name of physician or dentist under whose supervision the drug will 
be administered. 

e) Name of manufacturer or contemplated source of supply.J 

[(2)] To prepare and disseminate current information on drug therapy for the 
vuidance of the staff. 

[(3)] To periodically review the stock status of drugs in the pharmacy, wit! 
particular reference to sper alt. products, to avoid the development of surplus 

OCK* 

[(4)] To consider other pertinent matters referred to it by the Manager 
L J Chief Medical Officer, or [ J Chief, Professional Services[ ]. 
Pracedure for storage and dispensing of druaqs which are nm the clinical tage of 

development and vi ch have heen au horized fo Xe F 

Upon approval for use by the [Executive Committee on Therapeutic Agent: 


Office of Chief Medica! Director, } such drugs, when procured, will be placed in the 
custody of the chief pharmacist who will be personativ responsible for their 


storage and dispensing 


b. The chief pharmacist wil tore such drugs in a locked repository marked 
not for genera! use,”’ and if stored with other drugs, the locked repository will be 
separated from routine stock 
¢. Subject drugs will be personally issued by the chief pharmacist, and only upor 
prescriptions signed by a VA physician or dentist and countersigned by the Chief 
\ledical Officer or e } Chet Professional Services[ I. Prescriptions for 
bject dru will include, in addition to the signature and counter-ignature, thi 
nan e@ at ad qual tity of the Crug. the date Written, (he name of the patient for whom 
is to be used, and directions for use 
d. The prescription label will bear the following information: (1) Serial number 
date filled, (3) name of drug, (4) ratient’s name, (5) direetions for use, (6) nane 
of preseribing phvsician or dentist, (7) the legend, “‘not for general use,’’ (8) suc 
a siliarv, caution, or war ; labe!'s as iav be ind cate i 
will retain a record for a period of 2 vears of all receipts 
overe lbyt is sec 1On, mci lin © | The name of the 
other source, (3) amounts received with date, { expira 
number and date of all prescriptions, (6 amount 
ame, and (8) name of prescribing physician or dentist. 
; 





QO. W { LARK, Je puty ld mands oO 


Senator Humpnrey. This is the manual, regulations, that under 
write, substantiate, what you have said in your testimony? 

General Gray. That is the law and has been. 

Admiral Boone. | would like to discuss the chart at this point if 
[ may, Mr. Chairman. 

Senator Humpurey. I want to clear up a point before we go on 
What is the difference between the manual and the circulars? 

General Gray. The difference that there is between Special Orders 
and General Orders in the War Department. 

Senator Humpurey. The manual is the General Order? 

General Gray. That is right. 

Senator Humpnrey. The circular is a detailed specification” 

General Gray. That is correct, and usually the circulars, generally 
speaking, are ultimately put into the manuals. 

Senator Humpurey. Which has precedence in terms of control and 


direction? 
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General Gray. I] would say that the law is that manual. But to 
illustrate what I mean I took circular 16 and I kept it intaet and did 
not paraphrase it in the manual, but the manuals have been made to 
paraphrase it. [ wanted that to stand out like a sore thumb so | 
kept it as an individual item 

Senator Humpurey. This circular now in reference to supplies? 

General Gray. It is contained, and the provisions of this in genera! 
have been put into the manual paraphrased, but this is the law. That 
stands out as an absolute law like an act passed by the Congress and 
signed by the President | kept it intact with my own facsimil 
signature on it so that it could be as emphatic as it possibly could be 

In other words, it was not lost in all of these identifving numbers 
I did that to make it stand out as emphatically as possible. 

Mr. SNeep. General Gray, does the hospital manager follow the 
manual Ol the circular with re mara te the content of circular 16? 

General Gray. There is no difference between the two. 

Mr. SNeep. Cireular 16 has been corporated into the manual? 

General Gray. Yes, sit 

\ir. SNEED. Therefore he does fol w the manual? 

General Gray. He does, but | wanted circular 16 to stand out and 
not be lost sight of, and | kept it intact, and it is published, and every- 
body has a copy of tt 

Mr. Brann. If | mav, Mr. Chairman, | would like to put into the 
record the provision in the manual, \EEC-4, Change 84, July 19, 
1950, page 102.02, subparagraph 3 (b), which incorporates into the 

; 7 } ) { . — 


manual the substance of paragraphs | and of erreular 16 of 1949 


The information follows: 


Li Re { e & ] gy 1950 
) i ] | i \ Ll At I R i} 
/ } 1 ; 
isle a ) ) 
| 1 0 | ( i a: tw is A Wit ( MIST! l 
era ich are ¢ ! e field off ed I Adi a 
‘ { the \ imta \d ist i { ! ype i 
‘ 1 pro i ‘ 1 itic , 1 thy } \ ) f pera 7 
t fiicials 11 ‘ Oks to these licials to formutat ) 
i j reodure relati peratlo i mn. Dut he ne } \ 
i Is eXNeTCLISECL ( | ‘ Adn trate I) nitv A i 
bye i Line f a regi ce ( i ‘ ) 
t { e Admi it ( Lhe ¢ ( ! 0 ! ( j i 
live \ ) 1 ‘ ’ { i = t 
e off i } 
t Lhe ole p pose of operat VA } 1 ul a 1 treaty 
itients. whieh is t ( of eD i ( ( ( 1 Sur i a 
tl personnel in the oOspital are } ‘ t ; DO of supt rie ing a 
istine the Department of Medic and Sure carryl out this duty lo 
eA mana r t ospital ( { tt 1 weliarv activitl LniG oO 
( i ul Spo it to the Adr ’ nre ( f M KK Direc 
lor ove bli Operat t rougi ( i Ad ito 
' it cl { T tt i \ { 
. 
» } » 
Senator Humpurey. Mr. Reid 
\Iy i. i ‘ 1 ' 23 : 4 4 41 ' 4 1; 
} I IMEIDY. .Viav -t ask WIth respe O The last ‘ading, regaramyg 
} 4 ! 
i ] aia j > ) . 1 1 ‘ 
drugs and. supplies As | remember, vou said the Division of 
I> . | ; \ ! ‘ 1 4 é ] 
Pharmacy advises the Division of Supply as to what pharmaceutical 
1) } } } } ’ . . 
shall be stocked Are we to understand that that advice mu 


accepted hy the Division Oo} Supply 
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General Gray. Yes, sir. 

Mr. Remy. That Supply cannot, does not, order drugs and phar 
maceuticals stocked or sent to hospitals except in accordance with 
the recommendations? 

General Gray. That is correct, sir. 

Mr. Ri DY. Is that sinblaie d elsewhere in the manual? 

eens 300NE. I do not think it is necessary for it to be repeated 
ove 

Mr. Reipy. Perhaps I missed Sane © of what was read. What 
was read charged the Division of Pharmacy with the responsibility 
of advising Supply, and very often in governmental agencies we have 
had advisory groups, but the final authority is not necessarily vested 
in them 

General Gray. The Supply Division does not stock or supply 
drugs that are not authorized by this Department. 

Mr. Rerpy. xnat then would directly controvert the testimony 
that we received about hospitals being acquired to maintain stocks? 

General Gray. That is correct. It is the basis for my testimony 
to you pre viously that a lot of testimony given you was inaccurate. 

Senator Humpurey. We are drawing now to a rather late hour, 
and we surely want to have ourlunch. Iw rant to ask your indulgence, 
and I think we can do this in about 20 or 25 minutes. I will explain 
what I have in mind. Before me, in my - hands, I have a series of 
questions which I believe are basic for our mutual understanding and 
for the purposes of the record and for the general good of the order 
and the general good of the Veterans’ Administration service. 

These questions only run half a dozen, but they are basic policy 
questions. What I would like to do now, if it is all right with you, 
Admiral Boone, is to go into them. 

Admiral Boone. I have just one or two points. 

Senator Humpurey. Do you want to go ahead and complete your 
presentation? I thought we had more or less completed. 

Admiral Boones. I had just about completed, but I had one or 
two important things. 

Senator Humpnrey. We would be delighted to have them. After 
we are through with Admiral Boone’s comments and his statement 
I would like to go through these questions with General Gray and 
Admiral Boone just to get your final statements and answers on them. 
It is really a recapitulation of what we have done, but I would like 
to tie it down so that we can end this thing up. 

General Gray. That is very acceptable to me. The more definite 
we are the better I am pleased. 

Admiral Boone. There has been a point emphasized to me inthis 
organizational chart. An organizational chart was in existence when 
i came in, and I did not feel that one was in consonance with circular 
16, and so stated to General Gray. General Gray said, ‘I will 
change it.” 

It has been changed, and the new one has the date of March 21 
1951. 

Senator Humpurey. Do we have a copy of that? 

Admiral Boone. Yes, sir. 

Senator Humpurey. | think it would be appropriate to have it in 
the record. 

(The chart is herewith inserted 
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Admiral Boone. The new chart shows solid lines, broken lines, and 
dotted line 5. The solid lines very definitely describe administrative 
responsibilities; that is, from the Administrator to all facets of 
Veterans’ Administration. He is the only person charged by the 
Congress with the responsibility of the administration of the Veterans’ 
\dministration. 

Senator Hitt. That carries out the law as written? 

Admiral Boonr. That carries out the law as written, and he could 
not function unless he had the authority to control all subdivisions 
and step in when he wishes to do so. That is a prerogative of com- 
mand, as | recognize it. | would like to mention the fact that some- 
thing came up vesterday, there was made mention about General 
Grav deciding thi ings on the spot. 

I have beer on the staff of a lot of generals and admirals and I 
would tear my hair sometimes when they made arbitrary decisions 
without conference with the staff medical man, but I could never 
question their right to do it. 

Senator HumpHrey. | agree with vou 100 percent; he has the nght 
to do it under the law. 1 think what we were directing our remarks 
to was the kind of thing which has been emphasized repeatedly in your 
testimony, the spirit of cooperation in general administrative func- 
tioning, in other words, from the Administrator through the Chief 
Medical Director or from the Chief Medical Director through to the 
Administrator. 

Again I say this is for the good of the order. 

Admiral Boone. | get letters criticizing that there should not be a 
black line there, but I cannot see how you can have other than a black 
line. As for example, the black line down to the regional manager 
whom I do not control. 

One man wrote me, “I don’t know a thing about organizational 
charts,”’ and then he tore it to pieces. I agree with his first sentence. 


Then he said, ‘It’s not clear.” 


Senator Hitt. You mean he made that statement and then proved 
it? 

Admiral Boone. Yes, and he is an able man in the specialty. 
General Gray. Those are the fellows doing most of the t alking. 
Admiral Boone. Then he said this was not clear, which I could not 
countenance. It said, describing the Chief Medical Director, “Over- 
all operation responsibility for hospital and domiciliary activity.”’ 
He said it was not clear. That is pefe ctly simple language to me. 

General Gray. May | interrupt you just a moment, Admiral, to say 
that as near as a person could draw a picture that organization chart 
is circular 16. 

Senator Humpurey. May I make this one suggestion? This is just 
in the realm of conjecture. We are fishing here to see if we can clarify 
things. Would it be possible to have, for example, another legend, let 
us say just round dots rather than the rectangular ones that you have, 
to indicate that there are certain coordinating functions, auxiliary 
functions, that channel through the Chief Medical Director? 

General Gray. I think it would confuse and confound the picture, 
Mr. Chairman. 

Senator Humpurey. | appreciate your frank statement. 

General Gray. When I drew this, and frankly | drew it myself and 
then called on many people who are familiar with the formulation of 
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charts and diagrams and what-not to see if there was any more simple 
way and more direct way to illustrate circular 16 than that composi- 
tion, I learned there is none. 

Now the one is the administrative authority, the black line, which is 
the law. The other shows exactly what circular 16 says. 

Mr. Sneep. In other words, General Gray, this chart does as nearly 
as you know, portray the organization as it actually exists under the 
law? 

General Gray. That is correct, sir. 

Admiral Boone. | might say that I am the only person, the Chief 
Medical Director, having all three lines directed to him. He has a 
solid black line, he has this broken dashed line, and the dotted line, and 
he is the only person that has that. 

General Gray. | think the more you study it the more you will 
realize that it is factual and gives a complete picture of what it means, 
and it is lived up to. 

Admiral Boone. It says, “over-all operational responsibility for 
hospital and domiciliary activities.”” | accept that as my responsi- 
bility and will pursue it on the preface and hold my managers to it, 
breaking it down into the managers having the same thing. They 
should have authority commensurate with their responsibility the 
same as | have. 

General Gray. Now there has not been drawn into the discussion 
so far and no one has said anything about it, but I wish to invite your 
attention to the fact that Cireular 16 and this chart include something 
that no one else has said anything about but is definitley in the 
picture, and that is these regional offices with the medical attendants 
in them. 

Senator Humpurey. By that you mean that the Chief Medical 
Director has over-all supervision there? 

General Gray. Certainly; as far as the medical service. 

Admiral Boone. That would be similar to the Navy. 

General Gray. The manager of the regional office reports to Ad- 
miral Boone in connection with his medical clinic in his organization 

Admiral Boone. That is the reason I could assume to address him 
in this telegram vesterday 

Senator Hitt. Beeause it dealt with a medical and hospital matter? 

General Gray. That is right. 

Admiral Boone. When we went into a hospital on this trip General 
Grav would say, “Joel, vou go and take on your responsibility, the 
clinic, and when vou are through rejoin me in the office.” He never 
went into the clinies. He recognized that that was m\ province, 

General Gray. | have been through them all and know them all. 
He was seeing it for the first time, and that was his particular responsi- 
bilitv, and I wanted him to go in and see it without my, shall I say, 
restraining influence on people that were in his organization. 

Admiral Boone. | wanted to know them and that we had made 
some changes. 

General Gray. | wanted him to be alone with his people. 

Senator Humpurey. That is fine. 

Admiral Boone. Do you want a little summary? 

Senator Humpurey. Yes. 

Admiral Boone. I would like to introduce into the record the 
Veterans’ Administration organization chart dated March 21, 1951, 
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in which it shows the Administrator and the Deputy Administrator in 
the top bracket with a black line going from those officials to all the 
Assistant Administrators. 

Then we have a black line going direct from those two officials 
hospitals, domiciliaries, regional offices, district offices, centers, and 
then to the managers of those. Then it has a caption for the black 
line, “‘Administrative responsibility.””. Then it has a broken and 
dotted line from the Chief Medical Direc ‘tor, Department of Medicine 
and Surgery, to the manager with a description of that line, “Over-all 
operation: al responsibility for hospital and domiciliary activities.” 

Then there is a dotted line or lines from all Assistant Administrators 
except the Chairman of the Board of Veterans’ Appeals and the 
\ssistant Administrator for Legislation, who are not administrative 
office ers. That line Is described in the glossary as “Technical res pon- 
sibility for counterpart activities,” in other words, supportive. 

Mr. Sneep. Admiral Boone, according to that arrangement then 
you have two lines running out of the Department of Medieme and 
Surgery to the manager of the hospital or regional office? 

Admiral Boonr. That is right. 

Senator Humpurey. | think that is clear. 

Admiral Boone. Just as vou would have two lines in the chart of 
the Navy from the Chief, Bureau of Yards and Docks and the Chief, 

Jureau of Supplies and Accounts and: the Surgeon General. 

I would like so say this, if I may, that I do not feel this hearing is 
without benefit; that as a medical man for forty-some vears 1 know 
that every now and then you have sick people and some that are not 
as sick as you think and some who have just emotional couditions or 
where the family think they are sick, and there is all kinds of ther: apy 
required, sometimes serious surgery required. | have no hesitaney in 
performing serious surgery, NO matter how painful it is to the patient, 
fq helps to cure the patient, 

| think if this matter goes on too long it is going to create or further, 
I should put it that way, demoralization in the Veterans’ prey 
tration. It has alre addy hs id a ver V definite effect, a deleterious effect. 
It is not wholesome for the veterans of this country. It is certainly not 
consoling to the parents at the home fireside of the veterans in this 
country. 

It is making for a lack of confidence in what our Government is 
doing for the veterans if it should be continued. I spent last summer 
September and October, in Korea at the Pusan and Inchon landings, 
and then I was with General MacArthur when he turned back Seoul 
to the South Koreans. I went all through the hospitals in Japan with 
the Chief Surgeon on General MacArthur's staff and with the Surgeon 
General of the Army. I bave seen our casualties back through Pear! 
Harbor and back into this country by the thousands, and | know how 
distraught the parents and families of these men are. 

General Grav and I are charged now with the responsibility for 
the medical care and hospitalization of these men and to help assuact 
the disturbance in the home. I want to sav in the strongest terms | can 
that for the eood of this Nation and for the vood of these veterans and 
their families let us get this matter over with as quickly as possible 
It is hurting our recruitments very much in an already short man- 
power situation. 
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I think this VA medical program is the greatest medical program, as 
I said before, in the world. It is not General Gray’s sole respon- 
sibility to care for the veterans, and it is not my sole responsibility. 
I think the responsibility for the care of the veterans of this country 
medicalwise lies on American medicine, American dentistry, American 
nursing, and all the allied services of medicine. 

There is a challenge to American medicine, and American medicine 
has accepted that challenge. I would like to say this, as I said before, 
that I did not know General Gray for any long period of time, but I 
have come to know him very intimately in the last 24; months. | 
know something of Government, I know the obligations on Presidents 
and their stresses and strains, and there are no greater stresses and 
strains in the world than those on Presidents of the United States 

| think one of the most difficult jobs in our Government is that of 
the Administrator of Veterans’ Affairs. It is a subject of tremendous 
controversy when you have nearly 20,900,000 veteran clients to deal 
with. The average American family consists of four, which makes 
about 80,000,000 people, or over half the population of the United 
States vitally interested in this program, and you have to try to 
satisfy each and every one of them. 

The Administrator has a stupendous problem. I think also having 
observed administrators of government intimately over these many 
vears that General Gray is one of the ablest, from my observation of 
the last 245 months, that I have seen in Government. I want to say 
this from the character side and as a orange that I have never 
known a man with a warmer heart, a bigger heart, a man who is 
absolutely absorbed in the mission which has been placed upon him 
by the President of the United States to do this very difficult and 
patriotic job. If ever he fails in any degree in doing a thing right in 
accordance with the appraisement of others it is because, like all of us, 
and we are of human frailty, all of us, as none of us are perfect, he 
too is human. 

t is his earnest desire to serve the veterans, he has seen the necessity 
to cut corners at times to get things accomplished expeditiously for 
the good of the veteran. Again that comes back to his instruction to 
me to never sav “No” if vou can possibly say ‘Yes’. If vou cannot 
say “Yes” then bring it to me and see if I cannot find the way to 
Say “7 

| think that describes the man. 

Senator Humpnrey. Admiral, I want to thank you on behalf of the 
committee very much. I want you to know that those of us on the 
subcommittee realize that this is a touchy problem fraught with 
emotion and many charges and countercharges. It was not the de- 
sire of the subcommittee to just initiate a hearing. I think you know 
with the situation as it developed there were people who were making 
charges and countercharges, and we felt it was desirable to look into 
it. We have had excellent testimony. I am sure that no amount of 
testimony can be ti mp n without a good share of it getting out to the 
general public. But by and large very few people have been accused 
publicly of anything. 

We have tried to conduct this hearing in a spirit of fair play and 
honor with only one objective, not to prove that so bam ‘body was wrong 
or somebody was right, but to try to clarify for the Veterans ’ Adminis- 
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tration, for the medical profession and more important, for the vet- 
erans themselves and their families, to clarify the policy and the 
program and the practices of the Veterans’ Administration in its 
medical service. 

Phat is the only objective we have, to make it better, just the same 
objective that you have. Our whole desire is to cooperate with the 
Chief Medical Director and with the Veterans’ Administrator in his 
desire and your desire to give the best medical service that America 
ean possibly provide for its veterans. 

That is why when each of us as members of this subcommittee 
interrogate and trv to get 1t down again and again, the whole objectivi 
is to make a public record here for the American people so that there 
will be no doubt at all as to what this program is. That is exactly 
what we are after. Iam not one of those persons that just like to be 
probing around. I have never been an investigator and suppose | 
never will be. I do not have the heart to make somebody look bad 
or to be on fishing expeditions to see if you cannot get some little 
statement that might catch the headline. 

Frankly, the only objective, and I feel sure I speak for my dis- 
tinguished friend here, Senator Hill, who has been in this business for 
vears and has always shown a great knowledge and interest in medical 
problems, that our whole desire is the improvement of the service, 
and we are delighted to work with you, and you will find the members 
of this committee sympathetic and understanding, and we hope 
constructive. 

Now on the basis of what we have up to this point I would like to 
ask Senator Hill if he wishes to make a statement. 

Senator Hiii. | want to make a statement before we close here, 
but vou go ahead. 

Admiral Boone. Senator, may I add to what I said a moment ago? 
I feel that the hearing has not been without benefit. 

Senator Humpurey. | think if we tie this thing down, and we are 
not anxious to prolong it, we are at the conclusion of the hearing, and 
as far as I can see this is the final day. [I want to thank General Gray 
for his cooperation. IL want him to know that insofar as the sub- 
committee chairman is concerned he has complete confidence in his 
ability and more so in his integrity, and as a man and as a Government 
servant. He is a fellow Minnesotan long before 1 ever got there with 
a career and reputation long before | ever was heard of. 

It has been a pleasure to work with him. I hope that you know, 
General Gray, that that has been the spirit of this hearing. 

General Gray. I realize that. 

Admiral Boone. Before I took office, I inquired in New York 
about General Gray with regard to his reputation as an administrator 
and industrialist. He was reputed to be one of the greatest indus- 
trialists. I do not believe he would have been selected to head 
American railroads and the military railroad systems in Africa, Ltaly, 
and France during the war if it had been otherwise. I see him leave 
his apartment at 7:15 every morning without fail, and he rarely leaves 
his office before 6 o’clock in the evening. Most of his week ends are 
on these inspections and dedications to which he gives up his time. 
His whole heart and soul and effort are directed to this job without 


any thought of anything else. 


hi 
tl 
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Senator Humpurey. A friend of mine said to me yesterday, 

You know, there are many brilliant and smart men, and sometimes they get 
by for a long time, but the men who really last and gain position and honor are 
men of character. 

I think that is the test here in Government service and service to the 
country. The people that really produce and produce when the 
chips are down are those with solidness of character and integrity. 

Here are the questions that conclude the hearing. If you will 
permit me I will read these questions and get your brief and concise 
answers. 

With regard to the fundamental principles governing the provision 
of veterans’ hospital care, the expert witnesses appearing before this 


committee have been unanimous in their emphasis on the principle, 
which is called complete care. Under this principle, the basic mission 
of the veterans’ medical program is to provide a system of hospital 


care, dynamic and complete in Sumas which will result in the 
application of all techniques necessary to get the patient out of the 
hospit: . and back to his home and community. Getting the patient 
back to his home and community under this complete-care concept 
ree at s not only those services directly involving professional medical, 
dental, and nursing care, but also such other supporting services as 
may be necessary to rehabilitation, with a view to enabling the indi- 
vidual to attain a place of respect and self-support in his community. 

[ want to ask this first of General Gray, and then 1 would like to 
vet vour comment, Admiral Boone. 

Question: Do you personally endorse this concept of complete 
care, and will you tell the committee whether such a principle governs 
the present administration? 

General Gray. I endorse it 100 pereent, and I can say to you to 
the best of my knowledge and belief that that is the manner in which 
it is being conducted 

Senator Humpnrey. Admiral Boone? 

Admiral Boone. I wholeheartedly endorse it 

Senator Humpurey. Do you think it is a sound principle? 

Admiral Boone. I think it is a very sound principle. 

Senator Humpurey. It has been very forcefully brought out before 
this committee that the provision of complete care In veterans’ 
hospitals, if properly and adequately carried out, requires a high 
degree of organization and integration of all the services that affect 
the care and treatment of patients. Outstanding witnesses have 

| strongly emphasized, for example, that the location and construction 

‘hospitals as well as everything that goes on in operation of the 
hospitals affects the care of patients 

General Gray, do you concur in the general position taken by these 
witnesses? 

General Gray. I concur in the statement that anvthing that has 
to do remotely with the getting of a sick man or woman well more 
quickly is a medical determination 

Senator Humpnrey. Thank you. 

Admiral Boone? 

Admiral Boone. I concur definitely in that statement with General 
Gray. 

Senator Humpurey. Then vou agree, since the various functions 
that go into operating a hospital affeet the care of patients, that 
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hospitalization consists of more than just the direct medical and 
bedside care of patients? Is it your feeling that the management of a 
hospital, the manager of a hospital, should exercise over-all supervision 
and coordination of all activities and all functions carried on in said 
hospital? 

\dmiral Boone. I think he should, and if he does not he avoids 
his responsibility to execute his responsibility. 

Senator Humpurey. General Gray? 

General Gray. | not only believe it, sir, but T have ordered it 

Senator Humpurey. That is a concise and direct statement 

The next query: In view of the peculiar interrelationship of all the 
medical and related functions affecting the eare and treatment of 
patients, as brought out before this committee, it has been rather 
convincingly put to us that the organization and administration of 


medical facilities cannot successfully be separated from medical 
policies, programs, and practices. This implies, I believe, that ade- 
quate authority be vested in the Chief Medical Director to assure his 


effective control over all policy affecting the care and treatment of 
patients and over the management and operation of the medical and 
hospital system. 

General Gray, do vou agree that the Chief Medical Director should 
have such authority? 

General Gray. [I not only agree with it, but he has it by my direct 
order and has had it. 

Senator Humpurey. Admiral Boone’ 

Admiral Boone. I am sure he should have it and his policies must be 
in consonance with the Administrator’s policies 

Senator Humpurey. Do you feel that as the Chief Medical Director 
of the Veterans’ Administration you have been given the authority to 


exercise effective control over all policies affecting the care and 
treatment of patients, and over the management and operation of 
hospitals and similar systems? 

Admiral Boone. I feel that I have. If 1 did not feel that I would 
not be there. 

Senator Humpurey. Thank vou. 

expert Witnesses have repo atedlv stressed before this committee 
the indisputable fact that the best medical care is possible and is 
rendered only 1 hospitals which engage in teaching and research 
The record also shows that the very remarkable improvement in the 
veterans’ medical program subsequent to 1945 was very largely the 
result of the introduction of teaching and research. It is hkewise 
apparent that a teaching program must provide such physical facili- 
ties and competent teachers that if will be approved by the various 
accrediting agencies. This has been accomplished since 1945 only 
through the affiliation of veterans’ hospitals with the outstanding 
medical schools. 

This committee is convinced that should the medical schools and 
teaching hospitals withdraw from the program accreditation will b 
lost, residents will not elect to enter the serviee, the outstanding 
physician consultants will resign, the better career men will leave 
and the entire program will rapidly degenerate into an_ inferior 
service, 

Question: According to your own testimony before this committee 
and this refers particularly now to General Gray vou agree, do vou 
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not, that the Veterans’ Administration could not staff its hospitals 
with competent pel rsonnel unless the Deans’ Committee program 
continues in effect? 

General Gray. Mr. Chairman, I have been making that state- 
ment for 3} vears, and I would like to have vou look at the notes 
which were dre awn up immediately upon my entry into duties which 
shows deans’ committee, teaching hospitals and residency programs. 

I have constantly, from the very beginning, stressed the desira- 
bility of this, the necessity of it, and then I have even gone further 
than that and said it is a 50-50 proposition at that because by virtue 
of these we are, with the most concentrated patient load in the world, 
with a staff of experts and technicians and people that we asse mble: 
that no one else can assemble, and with a hospital that is ideal for 
its use and with a facility in the shape of equipment that only a rich 
Uncle Sam can provide, we are therefore capable of offering resi- 
dencies the like of which cannot be found anywhere else. 

Furthermore, | have gone to analyze and find out that in the use 
of those residents, ward physicians, and junior surgeons it helps us 
and makes it possible for us to staff our hospitals. That I have been 
preaching for 3% vears solid. I subscribe to that statement, ves, sir. 

Senator Humpnrey. Thank vou. 

Admiral Boone? 

Admiral Boonr. May I just revert and read two sentences from 
my statement made at the time | was inducted into office in regard 
to that point? 

I know that the cooperation given to the VA by the American 
medical profession has been and is magnificent. It is an accomplish- 
ment of which it has a right to be proud. 

Consequently, the present close-knit association of the VA’s Depart- 
ment of Medicine and Surgery and Dean’s Committee and teaching 
medicine has my complete support. Programs for care of veterans 
in non-Dean’s Committee hospitals and in regional offices will receive 
my support and consideration toward their evolutionary improvement. 

I am assuming leadership of the well-conceived and well-established 
medical program that was brought into being by the combined efforts 
of the Veterans’ Administration and the leading medical schools in 
the United States. [am comforted and gratified to have been assured 
that I inherit such relationships. 

I would like to say that we are most dependent on this very excellent 
program and assistance and association with the Deans’ Committee 
and our consultants throughout the country. 

Senator HumpHrey. And it has your unqualified support? 

Admiral Boone. Absolutely my unqualified support, and T con- 
sider Dean’s committees indispensable to the success of the program. 
Senator Humpurey. Thank you. Now we have the conclusion. 

The Association of American Medical Colleges has recommended 
to this committee in its testimony the following principles which, in 
their opinion, should govern the veterans’ medical program if it is 
to continue to provide the best care of patients. 

The Chief Medical Director should have supervision over the 
functions of special services in the hospitals. 

The Chief Medical Director should have full voice in matters 
relating to hospitals and clinics and all activities having to do with 
tratment of patients, education, and research. 
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(ec) The Chief Medical Director should have authority in the allo- 
cation of the various types of hospital personnel to the end that best 
medical care can be rendered, 

(d) Control of hospitals and other medical field stations that is 
exerted by the Administrator should channel through the Chief 
Medical Director. It is important that this concern the budget, 
construction, personnel, equipment, and supplies 

That is the end of the four points of the American Association of 
Medical Colleges and their recommendations. 


- 


The deans have strongly emphasized to us that constructive action 
s required along the lines indicated if staff morale is to be maintained. 

Question: In view of the obvious difficulties that have arisen out of 
the current situation, do you agree with this committee that prompt 
action is needed if the Deans’ Committees are to be given adequate 
assurances with regard to the maintenance and continuation of the 
medical program? 

General Gray? 

General Gray. Now that is a long, involved question, Senator. 

Senator Humpurey. Let me withdraw that question and break it 
down for vou. 

Senator Hin. Suppose | give you a Copy of it? 

Senator Humpurey. The first question | would like to ask of vou, 
General Gray, is this: The four recommendations of the Association 
of American Medical Colleges I have read, namely that the Chief 
Medical Director should have supervision over the functions of special 
services in the hospitals. Let us stop there. 

General Gray. There is no question but what the services now 
utilized in the special services, with the possible execeptign of the 
canteen, are a medical matter. As a medical matter he should have, 
he does have, complete jurisdiction as to what of those services shall 
be rendered to whom and in what manner. 

Senator Humpurey. | think that is very clear 

Admiral Boone, would you give us vour observation? 

\dmiral Boone. I think going back to my former testimony I still 
have an open mind as to just exactly where special services fit in in 
the whole Veterans’ Administration organization, whether it is prop- 
erly placed now or whether there should be modifications to it | feel 
that in my association of only 2% months it would not be wise for me 
at this time to say that I subscribe that special services should remain 
as is or be taken out from where it is and placed in the Department of 
Medicine and Surgery. 

Senator Humpurey. Do you think that the Medical Director should 
have supervision? 

Admiral BOONE. Nothing should he conducted by the special Sserv- 
ices in the hospital that does not meet with his approval and sanction. 

Senator Humpnurey. Thank vou, 

General Gray. But by the same token under the present regulations 
he has that control. 

Senator Hitt. You will notice that this question says, “Chief Med- 
cal Director shall have supervision over the functions of special 
services in the hospitals.” As I understand it, vou do today have 
supervision, in fact, further than supervision, you have veto power 
over special services? 
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General Gray. Special services cannot do anything without a 
doctor's prescription. 

Admiral Boone. With that analvsis of it and with that restricted 
interpretation | would say “Yes” to (a), 

Senator Humpurey. Item (6) was that the Chief Medical Director 
should have full voice in matters relating to hospitals and clinics and 
all activities having to do with the treatment of patients, education 
and research. 

General Gray. One hundred percent, ves. 

Senator HumpHrey. Admiral Boone? 

Admiral Boone. That is the only answer. 

Senator Humpurey. The third question was that the Chief Medical 
Director should have authority in the allocation of the various types 
of hospital personne! to the end that best medical care can be rendered. 

General Gray. There is no question but what that is absolutely 
true, and he has that. 

Admiral Boone. | accept that; | do have that authority. 

Senator Humpurey. The final point of the Association of American 
Medical Colleges recommendation is as follows: 

Control of hospitals and other medical field stations that is exercised by the 
Administrator should channel through the Chief Medical Director. It is im- 
portant that this concern the budget, construetion, personnel, equipment, and 
suppites, 

General Gray. All questions relating to the medical care of patients 
and any activities relating to the medical program in the Veterans’ 
Administration must filter through, up and down, as between the 
Administrator and the Chief Medteal Director. 

Senator Humpurey. Admiral Boone? 

Admiral Boone. That is the interpretation I give to the authorits 
that IT have and that is the way my office is to function. | might say 
in budget we have our own budget in the Department of Medicin 
and Surgery, and it works up through channels to the Administrator 
It is all coordinated in our office. 

Senator Humpurey. So vou would say, General Gray, in reference 
to the fourth point, namely, the control of hospitals and other field 
stations should channel through the Medical Director? 

General Gray. Both up and down: yes, sir. 

Senator HumpHrey. And that this control and coordination is 
particularly important insofar as it referes to the budget in these 
hospitals? 

General Gray. Positively necessary. 

Senator Humpurey. And the construction and alterations? 

General Gray. No change is made whatsoever of any major charac- 
ter, except on a medical prescription. 

Senator Humpurey. You have already answered as to the use and 
utilization of personnel. 

General Gray. Yes, sir. 

Senator Humpurey. And we have discussed in great detail the 
prerogatives and the authority and the responsibility of the Chief 
Medical Director insofar as equipment and supplies? 

General Gray. That is correct, sir. 

Senator Humpnurey. It is the policy of the Administrator of 
Veterans’ Affairs that equipment and supplies that pertain to the 
adequate functioning of hospitals and domiciliaries, out-patient clinics 
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and other medical services must be approved by the Chief Medical 
Director? 

General Gray. It is not only true but it isa fact and has been in the 
organization and is now in the organization and can only function that 
way. In other words, if | can sum it up in one sentence, Mr. Cha 
man, the Veterans’ Administration as a whole, as it is related to the 
medical program, only acts in accordance with a prescription author- 
ized and written by the Chief Medical Director. 

Senator Humpurey. I think that is putting it in medical terms 

General Gray. That is what 1 tried to do. 1 can put it in railroad 
terms if you want me to. 

Senator Humpurey. Would it be then the judgment of you, General 
Gray, that the four points or four recommendations that the Associa 
tion of American Medica! Colleges as vou have heard them and have 
interpreted them, have your full support? 

General Gray. The statement made by me is that in order for the 
Veterans’ Administration to render the superb medical care for our 
patients, and that only is what we would be satisfied with, requires the 
cooperative 50-50 partnership that | hope has existed and will continue 
to exist and which, frankly, the admiral and | are trying to improve if 
it is possible to do it, 

Senator Humpurey. These four points that we have listed here that 
vou have answered specifically, your answers are the considered firm 
policy of the Veterans’ Administration? 

General Gray. Is and has been from the beginning as far as Carl 
Gray's connection with the Veterans’ Administration is concerned and 
never have I said one word contrary to that in any privi ite conversa- 
tion, and | have mentioned it in every public conversation that I have 
viven as illustrated by the notes which I use which you saw 

Senator Humpurey. This committee is cognizant of course of the 
current management survey of the Veterans’ Administration being 
conducted by the firm of Booz, Allen & Hamilton. Beneficial though 
this project Tay be, however, it is not scheduled for completion before 
the end of this vear? 

General Gray. That is approximately correct, although it may be 
the winter or spring. They had 14 months in which to conclude it 

Senator Humpnrey. What concrete steps do vou propose to take 
pending final completion of your management survey to make any 
alterations or changes in your administrative organization? 

General Gray. Any recommendation that they make to me in line 
with their preliminary reports, pending the completion of the final 
report, which | can put into effect now for the benefit of service to 
the veterans, | am doing'it hour by — as it comes in 

Senator Humpurey. One thing | ited to ask you about this 
firm of consultants or managerial seine rts that you have. Did you 
give them an order or a prospectus as to what you wanted them to do? 

General Gray. Postively, Mr. Chairman, there was, and they said 
it was the most concise specification of what | wanted ever given any- 
body in the management survey field. Not only did we give them a 
specification on which to make a bid as to the all-inclusive nature of 
our desired survey, but we wanted to know how they proposed to do 
it and who were going to do it for them and then we interviewed those 
people to determine their expe rience as a justification as to whether 
we were going to get something worth while 
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Senator Humpurey. In your letter or order to them what was the 
substance of it? 

General Gray. I will be glad to insert for the record my proposal 
on which they made their bid. 

Senator HumpHrey. Fine, and any r which you have given 
them to proceed. I imagine you said, “Go in and examine this ‘from 
top to bottom’’? 

General Gray. There is no question of that. We accepted their 
proposition after full analysis, comparisons, and interviews. with 
personnel who would conduct it, and then directed them to proceed. 

The information above referred to was not given to reporter, but 
459.) 

General Gray. As I indicated a moment ago in the request I made 
for people to recommend to me potential managers, | wanted certain 
information, and I’ve told them since that any other thing vou want 
for the good of the service, for the benefit of the veterans, to bring out 
how good they are in your opinion | would like to have you include 
that, too. 

Senator Humpenrey. Senator Hill? 

Senator Hrix. All 1 want to say is that I want to express my deep 
regret that | was not able to be here yesterday to hear your testimony, 
General. I happen to be a member of the subcommittee of the Appro- 
priations Committee that handles appropriations for the Federal 
Security, which also includes the Public Health Service. 

Senator Chavez said at this hearing some time ago that a large 
number of witnesses were coming here from different parts of the 
United States, many distingusihed doctors and other distinguished 
people to testify on public-health matters, mental hygiene and cancer 
and heart, the work and research. 

At the last minute I had a wire from him that he could not get in 
from New Mexico and either I had to go there and hear those people 
or else the people coming from all over the United States would have 
been forced to remain over, and that is the reason I was not here 
yesterday. 

General, | want you to know that it was one of — emergencies. 
I am awfully glad that I was able to be here and hear your testimony 
and also Admiral Boone’s testimony. I think we are » all terribly dis- 
tressed about what the admiral expressed as the peril that faces us 
today. Nothing distresses me more than the fact that we seem to 
have so much confusion and differences at home. We cannot control 
our enemies in the Kremlin, but we can and must control our actions 
here in this country so as not to give encouragement to the Kremlin 
and to give encouragement to our allies in the free world so that we 
do not have differences. 

I want you to know that I have been encouraged by this hearing 
this morning. It seems to me that we are not too sanguine in being 
strongly encouraged in the thought that there is really no great 
difference between the parties to what perhaps we thought was a 
controversy here. There is no reason why there should not be full 
and complete cooperation on the part of these deans’ committees with 
the Veterans’ Administration. 

As the admiral has so well suggested, put an end to this thing. 
Let us go ahead with this job and let the veterans and their parents 
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and the people of the world know that we are continuing to give the 
finest medical care and hospitalization and service to our veterans 

General Gray. That is the entire job to which I am dedicated, 
gentlemen. 

Senator Hii. I know that. 

Admiral Boonr. May I say this, Senator Hill?) We have so much 
acute surgery, if | may put it in medical phraseology, to do in this 
country, let us get about it and not deal with autopsies. 

Senator Hintu. That is a good way to put it, Admiral. 

Admiral Boone. 1 would also like to say this, that [ do not want 
it to appear that | am content with things as they are. I always want 
to find ways and means of making things better. On my induction into 
office in the Veterans’ Administration I said that upon assuming this 
office I shall, as rapidly as possible, analyze the organizational structure 
and the policies governing the Department of Medicine and Surgery 
with a view to recommending constructive changes as indicated. 

Senator Hitt. Mr. Chairman, as I say, I think with the spirit of 
this hearing this morning there is no reason why we sheuld not have 
that cooperation, that teamwork, that the admiral has spoken of. 

General Gray. We have it. 

Senator Hiti. I mean with your deans’ committees. 

General Gray. I say we have it with them. 

Senator Humpurey. Well, I am sure that we have, and I only want 
to say that there were indications, General, as you know, of some 
confusion, some dissatisfaction. I think those wounds have been 
healed, and as I said earlier the purpose of this hearing is not to 
impede but to agument and to supplement and help. That is what 
we are trying to do. 

General Gray. Well, I hope you good gentlemen feel as I definitely 
feel, that the affairs, medically, and that is the main purpose to which 
you have addressed yourselves, are in excellent hands. May I say 
to you that I recognize my responsibility to the people of these United 
States in connection with the responsibilities imposed upon me by 
law that I have and always will accept the recommendations of a man 
whom I have personally chosen and whom I consider, as I have said 
before, the most competent man in America today to fulfill the terrific 
medieal responsibility of this administration. He has my firm, my 
full, my complete confidence. 

Senator Humrurey. Well, we join with you in that expression of 
contidence. 

Gentlemen, the hearing is closed. 

(The following information was subsequently submitted for the 
record by Senator Humphrey:) 

VETERANS’ ADMINISTR \TION, 
Washington, D. C., October 27, 1950. 
GENTLEMEN: The Administrator of Veterans’ Affairs will employ a commercia 


firm to conduct a Management survey of the Veterans’ Administration for 
purposes and within the limitations herein specified If you are interested 
conducting such a survey, it is requested that you advise me of your intention to 
ibmit, not later than November 29, 1950, a proposal for our considerati 
If vou are not interested, an immediate statement to that effect will be sincere 
appreciated, 


OBJECTIVE 


The objective of the survev is to determine whe er the need exis tor a 
reorganization of the Veterans’ Administration Further objectives are to 
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appraise the Veterans’ Administration to determine how weil it accomplishes its 
Inissions by improving services to veterans and dependents of deceased veterans 


at a minimum cost, to determine whai changes of organization, if any, should he 
made to increase the efficiencv and economy of its operations and the effectiveness 
of management direction and control of operations at all levels, and to determine 
Whether the greatest possible degree of efficiency is attained in the performance 
of the major functions and responsibilities assigued to the principal organizationa 


( Mmponehnts 


BACKGROUND 


The Veterans’ Administration administers some 300 laws potentially prov iding 
benefits for about 19,000,000 living veterans, as well as dependents of deceased 





veterans The great majoritv of these veterans are former members ot the 
militarv and naval forces who served in time of war The be nefits afforded inelude 
disability compensation; pensions; vocational rehabilitation and education; the 


uaranty of loans for the purchase or construction of homes, farms, and business 


property or direct loans for the purchase or construction of homes; readjustment 


allowance for veterans who are unemploved; National Service and Uniied States 


Government life insurance: death and burial benefits: adjusted compensation 


} 


yr automobiles and special housing for certain seriously disabled veterans 
emergency officers’ retirement pav: hospital and out-patient treatment: and 


lomiciliary care The Veterans’ Administration also administers the insuranes 
article of the Soldiers’ and Sailors’ Civil Relief A¢ f 1940, as amended, for 
ersons in the active milttarv service 


The Veterans’ Administration now operates 145 hospitals and domiciliaries 
In addition, it has 12,700 beds under contract in non-VA hospitals. With these 
facilities, it provides medical care for a daily average of 125,000 veteran-patients 
ts program for the construction of a total of 66 new hospitals, together with the 
‘losing of semipermanent hospitals taken over from the militarv will adjust the 
total capacity to approximately 131,000 permanent beds It provides out- 


patient medical and dental care for more than 2.300.000 veterans annually 
Treatments total approximately 5,800,000 a vear In addition, approximately 


6,700,000 physical and dental examinations are completed annually It makes 
monthly compensation and pension payments to about 2,350,000 living veterans 


and to the dependents of 663,000 deceased veterans, and pavs for the education 


and training of 2,160,000 veterans, including the payment of subsistenee allow 
inces totaling approximately $2,043,000,000 annually It has 6,133,000 life 
nsurance policies in foree, with a total face value of S38,000,000,000. It has 

laranteed approximately 2,100,000 home, farm, and business loans for veterans 


It has as wards 291,000 incompetent veterans, minors, and other incompetents 


whose estates have an estimated value of over S282.000,000 It certifies more 
han 6,200,000 checks each month, receives 165,000,000 pieces of mail annually 
and maintains over 130,000,000 administrative and veterans’ records. It operates 
11 distriet offices, 68 regional offices, 2 offices with both regional and district 


iflice activities, and 475 other field offices to bring its services to veterans and 
their dependents. It has a working force of 176,000 fill-time emplovees and 
part-time personnel equivalent to an additional 4,500 full-time emplovees 
112,000 of the full-time personnel and substantially all of the part-time employees 
d in providing medical, hospital, and d 
ad of the Veterans’ Administration is vested with broad authority t 


Oo 


miciharyv care for veterans 
¢ 





organize and reorganize the ageneyv in accordance with such changes as mav be 
indicated by experience, and to adopt and alter methods of operation for the 
purpose of achieving maximum efficienev in rendering service to veterans. This 


centralization of responsibility and control eliminates the dciffieulties which flo 


from a plan of organization by which bureau chiefs within an ageney are vested 
with a degree of power preventing the head of the agenev from carrving ut a 
consistent over-all policy. 

The Veterans’ Administration is engaged exclusively in providing services 
for a definite class or segment of our population The benefits provided are 
many-sided and consist of a varietv of programs, some related, others with 
independent, highly specialized characteristics 

The plan of organization of the Veterans’ Administration consists largely of ar 
integrated field operation distributed on a geographical basis, designed to provide 





veterans’ benefits directly at the local level. 
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SCOPE OF SURVEY 


he survey Will comprenena: 
1. A study of the over-all organization and functional interrelationships 
cluding a study each Major functional (benefit or service) component. 





















2. Recommendations based on such study as to whether any such functiona 
operation should be more self-contained or whether more complete integratio 
f general management and operations is desirab| 

Preliminary study should be made of the Central Office staff organization and 

lated funetions and responsibilities Attached is a condensed version of 
VA Organization Manua Attention is invited to the general organization chart 
ind to the funetional breakdowns for each operational unit 

The principal functions for specifie study are those directly concerned wit 

j administration of benefits and those coneerned with the necessary supporting and 
i taff services, as Outlined in the Organization Manual. The survey will not be 
econeerned with the sul ance of these benefits, or with the laws or regulat 
verning them, but o vith the methods by which they are administered 

Che surve will give d consideration to the limitations and eonditior O 

rs el and facilities available under existing conditi 

After preliminary study of Central Offiee staff functions and organization, a 

study will be made of the actual operations in the field—or co 
Kor S purpose there will be made a complet Sury Ot at 
‘ tative major field stations which shall be finallv seleeted | t} 
! gard to geographie distribution Included in the stations to be 
(wo large regional offices, including subordinate VA offices 
h) Two medium-sized regional offiees, including subordinate VA offices 
Two small regional off ces, including Sub rd nate VA offiees 
d) One large distriet office 
e) One medium-sized distriet offies 
One small district office 
(qg) District office, either medium or large, where tl abor market is unfavorable 
h One center (revional!l office and district offies 
One location where two adjacent field offices have ) oO} ipportil er 
ces (perso 1, hnance, supply, administrative service 
Two centers (regional office and hospita 
One supphy dept 
Ome record cente 
? (me center (hospital a { domiciliary 
, Pwo hospitals NP tea r one lars rnd © smaller 
») Two hospitals, NP. teaching, one large and one small 
) ‘Two hospitals TB mteaching, one large and one smaller 
Two hospitals, TB, teaching, one large ane one smaller 
Two hospitals, GMS onteaching, one large and one smaller 
8 wo hospitals, (MS A r one UY ind one sn ’ 

Ne Che location and racte if the major VA fie stations are \ 

i ned map Ye ’ i 0 if re ndica mir prope ¢ stat 
tentatively selec Por rvey 

Included these sur -wrll be a study of the process gy or ea I D 

tional operat 1s f the aus arv service 
\s Wmeative yf t 0 i I he prob tris { i LT ( ol ive 
ey, re for ¢ 1 Tpit 
yuest? | iter use of mec! cai equipment in operations 
f Advisabili if greater ra ition or greater decentralization of opera 
( C‘onsolida ) rti yr Service? pNersol ( fr ce slupp!l vdn 
ve services ra i t field stations 
% XK PEI pn Oo \ ) 
Che survev re Ld { contain findings of fa co Is ind rt ) 
t Sas to specif i f orgar ation, if a ire conside 1 ne ! 
ind the specific improvements of major operating methods that should be mad 
he report is to be a balanced presentation, with equal emphasis on the ) 
Teetive and efficient organizational arrangements and major operating pra 
‘ should be ext ed, and on the defective arrangements and practice 
} santo 





co 
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recommendations contained in the report are to include phased plans for 

mplementation, which will set forth what steps are to be taken to make the 

commendations effective, in what order and at what time intervals. When a test 
xd is indicated, the recommendation will include adequate working instruction 
he conduct of the test. 


CONDITIONS AND LIMITATIONS 
made on a nonpersonal, lump sum contract basis, with 
made at specified intervals not more frequent tha 
than quarterly based however on progress report 
accomplishment of the prescribed survey and 


A ‘ 


The firm awarded the contract will be expected to assign a senior member 
with a qualified assistant for 
and such additional technical and clerical emplovees a 

‘ifty copies of each interim 


the Veterans’ Administra 


firm or ¢ 


1 technician of proven competence, 
major field of study 


be necessary to compiete the entire project. | 


i 
d 500 copies of the final report W ill be supplied 


No person will be engage 1 the ‘vey who has at any time been employed 
he Veterans {ministration or who has participated 
, Vet ‘Tal i i 


in any previous stud) 
‘ 
\ 


directly or indirectly. 

will cooperate to the fullest extent possible 
le the full-time services of a reasonable number 
clerical personnel, Necessary office facilities will be made 
m 


r the preliminary survey of the 


central office staff and functions, final 
tion of typical areas for the field st 


udy will be made by the firm, with Veterans’ 
istration assistance as required through consultation with the staff as- 
sistan sponsible for field operations, subject to the minimal limitations herein- 
before set forth 

6:.* 


Che proposed draft of the final report will be dicussed with the Administrator, 
such staff assistant or assistants as he may designate, or both; but the report 
and recommendations shall be the independent conclusion of the firm based upon 
the facts reported by the survey team or teams 


or 


ro the extent possible, the experts and technicians originally assigned to 
luet the study shall continue throughout the period, but qualified substitu 


h the approval of Veterans’ Administration, may be made as necessary, 
additional personnel may be assigned 


Wii 
1 to afford the greatest possible expedi 


» the con letion of the project. 
Not more than 80 percent of the agreed contract price shall be paid by way 
progre ayiments, the remainder not to be due or payable until the final 
tt mmmendation are received. 


Veterans’ Administration is desirous of letting the contract for the sur 


lump-sum basis which will inelude all costs and expenses incident 


rvey will be predicated on the assumption that the functions of the 
nistration will not be eurtailed by the elimination or transfer to 

of : oO! its responsibilities. Anv recommendations which con- 

i vill be limited to improvements in the administration 
» coneerned with substantive modifications. 

orded to any files, records, or reports pertinent to the 


material will remain in the possession of the Veterans’ Admin 


at all times, will be used only for the purposes of the survey, and will 
» divulged in any form. 


lhe survey must be made with the least possible disturbance or interference 
iormal operations. 


W ritten pr ywress repor Wil be 


required every 30 days during the course 
survey, 


ie 


SELECTION OF ORGANIZATI TO CONDUCT STUDY 


The contract will be awarded on the basis of amount of offers received plus 


nsideration of the following experier and qualifications which should be 


stated in vour offer: 


Experienee of the firm in studies of governmental or nongovernmental 
involving problems and conditions in some degree analagous to those 
, 


with. the proposed 
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2) Names and pertinent background information on the ke 
uuld be available to supervise tl irvev: whethe 
a full-time or part time basis; and the senior staff who would | 
Furthermore, as it is important that the survey be conducted as rapid 
sistent with the attainment of the objectives heretofore specified, the 
ith which you propose to pursue the survey will be a material factor 
e tirm to make the surve 
The information furnished will be used in selecti he firm wl 1 Se 
quipped to make this particular survey at this time \ecordi , ma fa 
n a expel ne Guailhicat Nn wd aval iit {i} v1 t ‘ 
iddition t he amo of t bid, and fir ‘ 1 ! 
ie Tirn Naki tl Owe i 
To be favorably « lered, a proposal must . ient 1 
itline of the rve o be made to permit of ‘ i 
pected to yp e purpose s i here! 
If need vdditi il informat he ren itio | functio 
Veteral \dmu ration will be furni lL you upo ) eque hur I 
ner { in be ma » permit vou to visi r exp certa r 
\ ! i i ‘ r infor itl pul 
mil C! ul 
a i dD | 
| AMEI ASSOCIATION FOR THE Sut F J 
Lo Ny rua 
| Husnert Humpurey ; 
U States Senate, W: 1 PD. ¢ 
DeRAR SENATOR ca Association for Sur f 
frauma is an oO! vy 300 iIrgeons 1 are par I 
terested in the il and C1\ At \- I f 
) members are s Adi t Oo i ‘ 
deeply concerned with the care of the veterar We have o rved ha vreat 
deal of apprehension recent occurrences i he Veter > Admit rat 
ilminated in the separation of Dr. Paul Magnu ro t Vetera \ 
tratiotr 
Our chief concern is not the separation of Dr \MIagnusor but with the 
uling evidence of a return to the policies which existed before General Krad 
General Hawlev, and Dr. Magnuson be conne {i with the Veter Ad 
nistration You, of course, are familiar we eXt? ide medical 
are Which was administered in Veterans’ Administratio ! ullatic rior 
davs of General Bradley It is our oninio hat the defeets in Veterar 
Administration medical care are due to the anomalous administrative set-up in 
I over Thi¢ lic t| ‘ \ r d Vn thre 
\ ] al office I ] tf) ba vd? ' ra 
‘ the mt il lova nfider ariel oth os 
llev and Haw i} Dr. Magnusor Phese 
ind confidence o ! 1 rofessio 
\ rans’ Ad ra , ; 
Reeent occurrence ive endang itha ipport 1 cooper | | 
| I LAMINA | rea ation good ed 1l care { ned ( ' oO ( 
thin thread of persona! lovaltv and cooperation between the Chief Medica 
Director and the Administrator. Since there is ne sent or il ( 
I ire under any Chief Administrator or Chief M f ich | 
and cooperation will exist we feel that the a ion should be 
changed so that efficient medical care may be given regardless of the persona 
ved. 
| this end we suggest ’ tv pe f organize ? ! he Veterar lr 
tration with all medical f ind functions under t ( ief Medical Director 





» would report and be responsible to the (Chief Admini trator If this tyne { 
reorganization were effected it wo lil 





confidence-destroying episodes ¢ t! ood 
‘ \ 

authority that such a reorganization d 

Publie Law No. 536 of the Sevent ! I 


rislation, 





es 
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{From the Courier-Journal, Louisville, Ky., February 26, 195 





UNIVERSITY OF LOUISVILLE Merpican ScHooLt Reapy To ENp Nicuoits Work 11 
VA Vatures Drorp—Docrors Prorest Present POLICIES 


The university of Louisville Medical School has served notice it will have to 
1 i with Nichols Hospital if standards deteriorate there. 


sever al 
av they fear medica 





7 





| idards at Nichols will drop if presen 
policies of Veterans’ Administration Chief Carl R. Grav, Jr., are continued. 

Dr. J. Murray Kinsman, dean of the school, and Dr. R. Arnold Griswold, 
chairman of the dean’s committee, made these views known last week. 


LETTERS SENT CONGRESSMEN 


Thev were contained in a letter to all Kentucky Senators and Representatives 
Washington and members of the Senate committee investigating the VA. 
etting off the medical school’s protes was the ousting last month of Dr Pa i 


1 
uson, the VA’s Chief Medieal Director 





3 \Is 
\la ison’s dismissal followed a long squabble with Grav over what Magnuson 
WW hether doctors or bi are going to run the VA hospitals 
OFFICIALS AMPLIFY LETTER 

But the firing of Dr MIlagnuson “is not the real consideration,”’ the schoo 
officials told a reporter in amplifving their letter. ‘The real consideration is the 
policies v ich Grav is voit g back to.”’ 

They quoted Dr. Paul R. Hawley, Magnuson’s predecessor Hawley said 
Magnuson was fired on purely personal grounds, because he resisted the “inter 
erence by nonmedieal people in purely professional matters.”’ 

lawlev said Gray “regards hospitals as hotels in which the sick are housed 
while they are being treated.”’ He added Gray has been widely quoted as saying 
I am the Surgeon General of the Veterans’ Administration.” 

The school officials said VA before 1946 were merelv ‘‘old soldiers’ 





omes”’ and “‘a national seandal.”’ Chev added: “‘A return to these conditions 


REORGANIZATION SUGGESTED 


In their letter. the doctors wrote 
The Universitv of Louisville School of Medicine was the first one in the 
country to use a regional veterans hospital (Niehols) as a teaching institution for 


students 


Should the standards of medical care in the Louisville Veterans’ Administra 


fell this medieal schoo! would have no recourse but to diseontinue 
our affiliation with the hospital.”’ 


The school oflielals also made these poi ts: 


The VA now has 12 divisions Even in VA hospitals, many functions are cor 
trolled by divisions other than that of medicine and surgery. 

This set-up also existed under Gen. Omar N. Bradley when he was VA chief 
before Gra | it hese basic idministrative faults wer eliminated throug! 


rmonious cooperation of Bradley with Magnuson and Hawley 











rhe present situati would be correeted, in spite of Grav’s policies, if the VA 
were reorganized into four bureaus—Insurance, GI Benefits, Pensions and Claims 
and Medicine and Surgery Kach bureau head would report directly to the Chief 
Administrator 

Dr. Kinsman explained that Grav’s policies have resulted only in a “number of 
trifling irritations’? at Nichols so far For example, certain reports are required 

1 he surgicai stall tees ( ] practi he 

lical school deans : over the country are on edge, Dr hy Sma sa 

© adv has prepared his letter of resignation 

Nicho S, Sim 1946, has been one rf the medical school’s major teaching ho 
pitals, along with General and Children’s Senior students take about 9 weeks 
of full-time study and eclasswork at Nichols 

Phe stalls of the school and hospital are even more closely connected Hospita 
department heads in medicine, surgery, X-ray, pathology, and psychiatry, are 

edical school professors Their assistants and some 60 other resident doctors 
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STAFF MEMBERS APPREHENSIVI 


None of the hospital staff are paid by the medical school All get their pay fri 
Veterans’ Administration 

Hospital-staff members already are apprehensive, Dr. Kinsman said, abo 
VA policies. If keymen should resign, the medical school would have no choic 
but to discontinue its affiliation with the hospital 

‘This would jeopardize the school’s teaching ‘program and reduce the qua 
medical care for the veterans. 

Dr. Griswold, as chairman of the dean’s committee, is chief coordinator 
professional work of the hospital and the se} 


I 


He also is head of the school’s department of surgery, chief of surgery 
1] 


al, and consultant in general surgery to 1 ‘entral 


Hi Dovel 
enat “ash nate 


YATOR Dow have 


action of Gen. Carl! Gray I 
hief Medical Director he terans’ 
nh Carryin the nid dow 
llawley and tt 
\d 
] 


medical Care for 


inistratior 


educatior 

At the recent meeti f the Board of Chief 
ministration in Washington one of us had the opportunity 
Cir: Dr. Magnuson, the other consultants, the area me 
of Research and Education, and other full-time medical ps 
Administration. These conversations, supplementing 


hetween Crenera r 91 r. Nag nuson have beer 


\ 


some light on 1 Pia ind of General Gray’s actior 


(;rav to keep contr 1? t of the medical activil 
tion out of the hand F } hief Medical Direet 
On The latest, 1 the power to app 

ptom and 


are 


\dr 
118.000 


BO OOO 


rsion 
sult of this poliev is that it tal he { of medics 
malt ( hief \ledical l ‘ ! he | , t Medici 
and puts it completely under lav administrators 
If the svstem which exists in f ‘my and Navy 
tal services ADP Nn { f 5? Adn List 
t one would x 

! correct d tt Linistrator | reory: 
Administration on a bureau basis with four burea 
Benefits, (3) Pension and Claims, and (4) Medicine ¢ 
bureau heads reporting directly to the Chief Admiu 
put into effect by the Administrator unde r the provisions of 
Seventy-first Congress, Julv 1930, without anv changes it 


1 egcisiatior 
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} 


present tendency to regression to the pre-World War II set up of the 
Administration continues it will completely wreck the dean’s committee 
ich has functioned so satisfactorily for 5 years. The University of 
Louisville School of Medicine was the first one in the country to use the regional! 
veterans hospital as a teaching institution for students. This relationship has 
been maintained with incalculable benefit to both parties, chiefly, we feel, because 
of the high caliber of personnel occupying responsible positions in the veterans’ 
hospital and because of the high degree of cooperation evidence on both aides. 
For these reasons, it is hoped that nothing will happen to interfere with this 
program of mutual benefit to the medical students on the one hand, and to the 
veterans on the other. 

This school views with alarm the attitude of the present Administrator, both in 
regard to some of his present policies and in his arbitrary action in discharging a 
Medical Director whose interests are so obviously for the best of all concerned 
It is fervently hoped that under Admiral Boone it will be possible to maintain the 
very cordial relationship which has existed to date. However, it must be admitted 
that if the present policies of the Administrator are carried out in spite of the most 
vigorous efforts on the part of Admiral Boone, then we have very great apprehen- 
sion lest our program be interfered with. 

It should be made very plain that should the standards of medical care in the 
Louisville Veterans’ Administration hospital fall, this medical school would have 
no recourse but to discontinue our affiliation with that hospital. 

This would perforee involve not only the discontinuance of the arrangement in 
regard to medical students, but also, in many cases at least, removal of approval 
by the dean’s committee for attending and consulting services on the part of the 
members of the medical school faculty, and in al! probability, removal of many or 
most of the full-time staff men from faculty status. It is unnecessary to add 
that we fervently hope that such a contingeney will never arise. This school 
wishes to protest vehemently against the present policies of the Administrator 
and goes emphatically on record in favor of the policies which have been initiated 
by Generals Bradley, Hawley, and Cutler, and continued by Dr. Magnuson. 

It is a well-known fact that conditions in the Department of Medicine and 
Surgery of the Veterans’ Administration prior to 1946 amounted to a national 
scandal. <A return to these conditions must be prevented. The urgency of the 
situation is pointed out by the fact that Korean casualties returning to this 
country will be sent to the veterans hospitals within the near future. Even a 
temporary disruption of the present organization will seriously affect those 
casualties ; 

These expressions of opinion on the part of the University of Louisville School 
of Medicine are presented to you as a matter which affects not only the University 
of Louisville School of Medicine and the veterans of Kentucky, but the entire 
country as well. We hope that the present situation will eventually be smoothed 
out so that continuance of the best possible medical care for the veterans will be 
made possible and the present extremely cordial relationship between the Univer- 
sitv of Louisville School of Medicine and the Veterans’ Administration may be 
continued. 

Arnotp GriswoLp, M. D.. 
Chairman. Dean's Committee and 
VA Central Office Chief Consultant in General Surgery. 
J. Murray Kinsman, M. D., Dean. 


JANUARY 18, 1951. 
Dr. Hvucu Woop, 
Dean. Emory University School of Medicine, 
Grady Memorial Hospital, Atlanta, Ga. 


Dear Dr. Woop: I am enclosing a letter from Dr. R. Arnold Griswold, pro- 
fessor of surgery and head of the department, who is also chairman of our dean's 
committee and national consultant in surgery to the Veterans’ Administration. 
His letter concerns the recent action of General Gray, the Administrator of the 
Veterans’ Administration, in dismissing Dr. Magnuson from his position as Chief 
of the Medical Division of the Veterans’ Administration. 

In his letter, Dr. Griswold incorporates a certain amount of factual information 
which he has because of the fact that the consultants were meeting in Washington 
at the time of Dr. Magnuson’s dismissal. It is quite probable that you are 
already in possession of this information, but Dr. Griswold has incorporated it in 


hy? 


his letter in case some of it may not be known to vou. 
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In addition, Dr. Griswold expresses opinions and views in reg: 
of the prest nt polletes on the relatic nships between the medical 


veterans’ hospitals, with which views I, as dean of this medical 
eoncur. I should like to add other comments in that connection as fo 

The University of Louisville School of Medicine was the first one in 1 
to use the regional veterans’ hospital as a teaching institution for stude: 
relationship has been maintained with incalculable benefit to both partie 
I feel, because of the high caliber of personnel occupying responsible pos 
the veterans’ hospital and because of the high degree of cooperation evide 
both sides. For these reasons, it is hoped that nothing will happen to 
with this program of mutual benefit to the medical students on the one hat 
to the veterans on the other. 

This school views with alarm the attitude of the present Administrat 
in regard to some of his present policies as mentioned in Dr. Griswold’s lett 
in his arbitrary action in discharging a Medical Director whose interests 
obviously for the best of all concerned. It is fervently hoped that under Ac 
Boone it will be possible to maintain the very cordial relationship whicl 
existed to date. However, it must be admitted that if the present policies 
Administrator are put into effect in spite of the most vigorous efforts on the 
of Admiral Boone, then we have very great apprehension lest our program b: 
interfered with. 

It should be made very plain that should the standards of medical care in thi 
Louisville Veterans’ Hospital fall, this medical school would have no recours¢ 
but to discontinue our affiliation with that hospital. This would perforce involve 
not only the discontinuance of the arrangement in regard to medical students, 
but also, in many cases at least, removal of approval by the dean’s committee 
for attending and consulting services on the part of the members of the medical 
school faculty, and in all probability, removal of many or most of the full-time 
staff from faculty status. It is unnecessary to add that we fervently hope that 
such a contingency will never arise 

This school believes that the Association of American Medical Colleges should 
protest vehemently against the present policies of the Administrator and should 
go emphatically on record in favor of the policies which has been initiated by 
Generals Bradley, Hawley, and Cutler and continued by Dr. Magnuson. 

These expressions of opinion on the part of the University of Louisvill School of 
Medicine are presented to you as chairman of your committee for use by your 
committee in any way you see fit. We hope that the present situation will eventu- 
ally be smoothed out so that a continuance of the best possible medical care for the 
veterans will be made possible and the present extremely cordial relationship 
between the medical school and the veterans’ hospital may be continued. 

Very sincerely yours, 
J. Murray Kinsman, M. D. 
Dean, School of Medicine. 


Unive rsity of Louisvi 


JANUARY 18, 1951. 
Dr. J. Murray KINSMAN, 
Dean, University of Louisville, School of Medicine, 
Louisville Be K Uy. 

Dear Dr. Kinsman: I have learned with dismay and real concern of the action 
of Gen. Carl Gray in discharging Dr. Paul Magnuson from his position as Chief 
Medical Director of the Veterans’ Administration. Dr. Magnuson’s success in 
carrying out the policies laid down by General Bradley and General Hawley 
and in effecting the dean’s committee liaison with the Veterans’ Administration 
has not only guaranteed the best medical care for the veteran, but has been a 
distinct advance in graduate medical education. 

At the meeting of the Board of Chief Consultants of the Veterans’ Adminis- 
tration in Washington this week I had the opportunity to speak to the other 
consultants, the area medical directors, the Chief of Research and Education and 
other full-time medical personnel of the Veterans’ Administration. These cor 
versations, as well as my own previous knowledge, throw some light on th 
background of Dr. Gray’s action. The principal diiferenece between Gener: 
Gray and Dr. Magnuson is due to the efforts of General Gray to keep « 
of the medical activities of the Veterans’ Administration in lay hands d 
through the lowest echelons. The latest disagreement—that is, over the | 
to appoint hospital managers—is merely a symptom and not the real disease. 


’ 





There are 11 
Chi ; Administrator 
Chie Medical 

mea 

lirection of the 

Medicine 

under the Administrat 

imately l 1S,000 emplo 
about 60 000 in the 
ide 


iship with 


some 


Chief 


ot 


11 


Ol 


tior 
of the policies these 
‘al ith 


reversion t 


tion medi 

the 
irav’s polici 
ya C Me 
tect Prec 
the 


ds of tt 
puts if 
ev is in action « 
nit whic 

1 Veterans’ Administ 
should 
and eontr 
} Army, 
es, the Offices of 
within their 
rue lt t he 
if 

Veter an 

fae ! 
lar 
taken by 
(Grav’s present 
Dr. Magnu 
| Cal 
essor 


inless 


rs 


Surverv 


ere 


' 
Snow! 


rnmittee 


lear 


divisions of 
through 
Director 
and Special Services, 
and Surgery 
remainder of the 


basic administrative faults were overriden by General Bradley in his relat 
Magnuson 


have 


ol over 
the Surgeons Gener 


Ve 
th 


the 


MEDICAL CARE FOR VETERANS 


Veterans’ 
seven 
At least 
serve only 
Medical Director. 
is not under 
This is true 
vees in 


the 


Administration reporting to the 
about 


Assistant Administrators of whom the 
two of these, that is, Construction and 
medical facilities, but are not under the 
Likewise, personnel in the Department 
the Chief Medical Director, but directly 
in spite of the fact that there are approx- 
the Department of Medicine and Surgery as against 
Veterans’ Administratior 


is one. 


Ss 


or. 


his predecessor, 
three was the improvement 
which we are all familiar 
o the situation in the 
is that it takes 
ical Director and the Depart 
eee lav administrators A single 
yf _ ene Services, and Construction 
h was badlv needed for a lat 

hatha hospitals Certainh 
the 


and General Hawley The resul 
Veterans’ Administral 
The present policy of Genera 
pre-Bradley davs The net 
of medical affairs out 
ment of Medicine and Surge 
example 
and Supply in placir 
wratorv in one of the New En 
the Ds partment of Medicing 
allocation of Within medical 
installations. 
governmental medical 
services have control over all 
hospital ships. If 
the present one 
-World War II 
etely wreck the 
hioneds atisfact “i! for 5 vears Creneral 
svmpathetic with t 
feel that 
olleges 


mary 


men 


1 


result 


the control of th 


of the prese 


control over Space 


these 


‘ 


pe rsonnel eS 
which are 
al « f 


uch instal! 


erate 
and Navy, omparable 
teria 
installat s 
terans’ Administration cor 
e present tendency r 
Administration continues it will compl 


Whichhas? ( 


ions, even ations 


flicts 


as 


Os 


such @s 


Mi ords 
rv wit] 
Acc 


police 


4% } 
ACLIONS ne 


n 


‘Ons strong action 


" testing 


dis- 


pre 


action in 


20n 


Vice Dr. 


n for the 


appointed as 
tf ma 
iral B 


oone will 


rans’ medical progr: 
aluable n 


personnel 


Armed 


if mbers 

which is 
Force 
peatedly stated 
ate 


ss 
snowuld 


adn als 
placed 
from 
rans’ 


and 
ana 


hospi 
be 
ation 
Vete 


s10n, 


corr 
dica 


Arn ee 


ti 
Chief Me 


loss of confidence of 


reciona % are 
f 
i 


etion oO IG 
emtbhe 


profe 





MEDICAL CARE FOR VETERANS 469 


This Board has worked for 5 vears to establish high standards of medical care 
for the veteran and is willing to serve and to cooperate with the newly appointed 
Chief Medical Director as long as there remains an opportunity to improve the 
medical program. We feel that, under vour leadership, substantial progress in 
one of the great contemporary advances in medicine has been made. We pledge 
ourselves to continue, as you requested, to discharge our obligations to the veteran 
and to members of the medical profession connected with the Veterans’ Adminis- 
tration. It is our hope that progress toward more efficient service will be effected 
without interruption 

With best wishes for continuing success in your future endeavors. 

Yours sincerely 
taLPH M. Toveui, M. D. 
Chairman, Board of Chief Consultants, 


Veterans’ Administratio 


AMERICAN COLLEGE OF SURGEONS, 
Chicago, January 25, 196 
Hon. Hupertr HumpurRey, 


l'nited States Sen tle, Washington, fa: 


DrAR SENATOR HumpuHREY: | am enclosing a copy of the telegram sent to you 
this date. 

In making this request to be heard upon the matter of the dismissal of Dr. 
Magnuson, the regents of the American College of Surgeons assure you that their 
interest is primarily in the principles rather than in the personalities involved 

It is unnecessary to recall that, from the very inception of the Veterans’ Admin- 
istration to 1946, the quality of medical care given the veteran in its hospitals 
and clinics was pitifully poor, and reached the proportion of a public scandal a 
few years ago. Witha change of administration, this condition was altered, within 
an incredibly short time, to one in which the veterans’ hospitals were among the 
very finest in the country, and in which the veteran was receiving a quality of 
medical care considerably above that of the average citizen. 

This revolution was possible, and was achieved, only through gaining the cor 
fidence of the leaders of the medical profession in the United States. ‘This result 
can be perpetuated only through retention of that confidence. 

Il was the Chief Medical Director in whose tenure of office these astonishing 
results were obtained. I desire that it be made of public record that it would 
have been completely impossible for me to have accomplished any improvement 
of consequence without the assistance of Dr. Paul B. Magnuson. [| was relatively 
inknown among the civil medical profession. I was a career man in Federal 
service, and hence justly under suspicion. Dr. Magnuson was a surgeon, widely 
and favorably known among the profession. It was he who developed the pro- 
gram Of associating veterans’ hospitals with outstanding schools of medicine and 
teaching hospitals; and this was a task which demanded a physician in whom the 
medical profession had full confidence. 


| : 
rew, outside 


le the medical profession, realize the tremendous contribution of 
the Department of Medicine and Surgery of the Veterans’ Administration to the 
mprovement of the medical care of our entire people [In the training of expert 
specialists—in programs fully aecredited by the strictest professional bodies in 
his country—the Department of Medicine and Surgery of the Veterans’ Admin- 
istration is releasing each vear hundreds of physicians and surgeons of the highest 
jualifications of the time for practice among the nonveteran segment of our popu- 
lation. By replacing losses through attrition with men whose average training is 
much better, the general level of medical care is constantly elevated This train 
ng program of the Department of Medicine and Surgery is a very large part—by 
far the largest single part—of the entire medical training program of the country; 
and its destruction will exert a very great adverse influence upon the whole of 
medical care. 

It is quite evident to those of us who are familiar with the Veterans’ Adm 
stration that the dismissal of Dr. Magnuson was upon purely personal grounds, 
and resulted from his stanch resistance of the interference by nonmedical people 

purely professional matters. No investigation, no amount of trumped-up 
‘harges, will reveal any other reason. 

regard it as highly desirable that people who must 
ant personal relations; but I do not believe that tl is is t 


consideration in accompuiishing a task rte only importa t 
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petence and the achievements of the individuals concerned. In 30 vears in the 
and in positions of responsibility since, I have had to work for, and have 
had work for me, some people with whom it was an effort to associate; but, so long 
as any subordinate of mine was doing a good job of work. it never occurred to me 
to replace him, regardless of areas of friction outside official business. No man 
is competent to administer any project, no matter how small, who permits personal 
likes and dislikes to influence his official actions. 

There can be no doubt where the over-all responsibility for the medical care 
of veterans rests. It rests with the Administrator of Veterans’ Affairs. It has 
always rested t’ er It rested there when General Bradley was Administrator, 
and when I was Chief Medical Director. It must alwavs rest there 

But it is an entirely different matter when a nonmedical Administrator of 
Veterans’ Affairs dictates in details which are exclusively professional in nature. 
The present Administrator of Veterans’ Affairs regards hospitals as hotels in 
which the sick are housed while they are being treated. There can be no more 
eloquent evidence of his ignorance of medical care than this—nor no more proof 
of his unfitness for the heavy responsibility of the medical care of millions of 
Americans. Everything that goes on in a hospital—the way in which it is heated, 
the way the floors are scrubbed, the way the linens are laundered, the entertain- 
ment provided—everything has a greater or lesser impact upon the care and 
treatment of patients; and, when control of hospitals is taken away from medically 
rained people, a large part of the care of the sick is placed in irresponsible and 
incompetent hands. 

If, as he is commonly reputed to have said, the Administrator of Veterans’ 
Affairs ever said, ‘“‘I am the Surgeon General of the Veterans’ Administration,” 
e has convicted himself of inexcusable ignorance and criminal incompetence. 
The Surgeon General, or properly in this case the Chief Medical Director, is the 
operating head. Certainly the Chief Medical Director is responsible to the Admin- 
istrator, and certainly the Administrator is ultimately the responsible person, but 
this is quite different from the Administrator undertaking, as he has undertaken, 
to be the actual operating head of the Department of Medicine and Surgery. 

In conclusion, I would submit that the present organization of the Veterans’ 
Administration is exactly the same as it was under Gen. Omar N. Bradley when 
all these great changes for the better occurred. There was never any doubt in 

mind who was boss; and the people of this country should be very grateful 
that there was never any doubt in the mind of General Bradley as to how the 
Department of Medicine and Surgery should function. The difference between a 
great administrator and a poor administrator is that the great administrator 
delegates authority as well as responsibility. The poor administrator tries to run 
personally the jobs of his assistants rather than to devote his abilities and energies 
to broad direction and coordination. 





} 








ype vou realize just how eritical this situation is. The great improvement 

the medical service of the Veterans’ Administration in 1946 would not be 

possible today It was possible then only because of several conditions which 
obiained. and which probably will never all obtain again at the same time. 

So, if this medical service is damaged todav, it can never, never be brought 
again to its present quality This is not one of those flurries of excitement which 
soon subside and leave no permanent record. This is a matter of life or death of 
one of the greatest achievements in medical care. It is verv sick now. If it is 
not cured, and cured fast, first-class medical care for the veteran will take its 
place history among other noble experiments which have failed miserably be- 


cause men have been unable to rise above petty motivation. 
Sincerely vours, 
Pact R. Hawtuey, M. D., 
The Director. 


DisaBLED AMERICAN VETERANS, 
NATIONAL SERVICE HEADQUARTERS, 
Washington, D. C., March 6, 1951. 
Hon. Huspert H. HumMPuHREY, 
Subcommittee Chairman, Committee on Labor and Public Welfare, 
United States Senate, Washington, D. C. 
(Attention: Mr. William H. Coburn.) 


Dear Senator Humpurey: We of the Disabled American Veterans deeply 
appreciate your kind invitation to present our views regarding medical care and 
hospitalization of veterans. We shall not present oral testimony on these sub- 
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jects but request that this letter be made part of the record as our orgar 
views. 

[It is believed a portion of your subcommittee’s investigation includes the recent 
change in the directorship of Veterans’ Administration’s Bureau of Medicine 
Surgery. Our organization is not interested as to the person who may be Chief 
of the Bureau other than that he be experienced and capable in the field of medi 
and qualified in hospital administration. 


Federal Government, through the Veterans’ Administration, in providing 


One of the DAV’s main objectives is encouragement to and support 
very best medical care for disabled veterans and an adequate number of hospital 
beds for the veteran population. Since the inception of the DAV our national 
conventions have emphasized and reiterated these objectives and, today, in t] 
midst of another national emergency, we believe they are subjects which shoul 
have the highest priority in the considerations of the Congress. 

I should like to take this opportunity to express the DAV’s gratitude for 
attention your committee has given and is giving to the medical care and | 
pitalization of veterans. 


1ON- 


(gain thanking you for permitting us to submit our views, I am 
Very sincerely yours, 
M. SuLLIVAN, 
ona Leq siative D 


j 


(Whereupon, at 1 p. m., the hearing was closed.) 





